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Tue following following case of intraperitoneal hemorrhage from 
ruptured varicosity of a superficial vein on a uterine myoma recently 
occurred in the writer’s hospital practice. 

The patient was a single woman aged 31, who had always enjoyed 
good health until the early part of 1910. Three months prior to 
April 2nd abdominal discomfort and swelling were complained of, 
and the patient began to suffer from what she termed “bilious 
attacks.” On the morning of March 23rd the patient hurried to the 
railway station and entered the train. Shortly afterwards, severe 
abdominal pain began and became so acute that the patient was 
compelled to leave the train at its first stopping place. After walk- 
ing for five minutes she vomited, and then managed to get home to 
bed. On the following day she felt weak, but managed to get about 
as usual on that and subsequent days until April 2nd. At six o’clock 
on the morning of that day she wakened and sat up in bed to consult 
her watch. Immediately severe abdominal pain came on, most 
acute in the umbilical region, and vomiting occurred. The patient 
remained in bed all day, vomiting whenever the slightest movement 
was made, but at no time was any faintness experienced. At 5 p.m. 
her medical attendant saw her, and realising the serious nature of 
the condition, sent the patient at once into hospital. On admission 
to the Hospital for Women the temperature was normal and the 
pulse rate 76. The patient was naturally pale, and her mucous 
membranes were not blanched. A hard, rounded swelling occupied 
the lower part of the abdomen, lying more on the right than the 
left, and reaching 33 inches above the pubes. The whole abdomen 
was tumid and tender, the tenderness being most marked over 
the tumour. Per vaginam, the cervix lay far back, its tip being 


* Amplified from a communication read before the Obstetrical and Gynecological 
Section of the British Medical Association Meeting in London, July 1910. 
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only just accessible to the examining finger: nothing more could 
be felt in the pelvis. On April 4th the temperature was about a 
degree above normal and the pulse rate varied from 94 to 100. The 
abdomen was more swollen and tender and the tumour reached a 
point seven inches above the pubes. No satisfactory bimanual 
examination was possible on account of the tenderness and resist- 
ance. There was nothing in the menstrual history to suggest any 
uterine condition, the catamenia having always been 5-28: regular: 
moderate flow: a good deal of pain. The last period had ceased on 
April Ist. 

Provisional diagnosis: ovarian tumour, probably a dermoid cyst, 
the pedicle of which had undergone torsion. 

April 5th. Laparotomy. A pale, reddish-grey tumour was 
exposed: it was solid and sprang from the posterior wall of the 
uterus. A good deal of dark red blood was free in the peritoneal 
cavity, the total amount being about 6 or 7 ounces. There was no 
injection of the peritoneum. On exploring the tumour it was found 
to be sessile on the entire posterior uterine wall: towards the left 
side of its upper aspect was felt a small nodular projection to which 
at the time no further attention was paid. Myomectomy was per- 
formed and the uterus reconstructed. 

So far, the source of the bleeding had remained undiscovered, 
and careful search was now made for it. Every part of the abdomen 
was minutely explored but without finding out whence the bleeding 
came, the uterine appendages were normal, and there was no 
recent corpus luteum. Finally, as the mystery remained unsolved, 
the abdomen was closed and the patient sent back to bed. It was 
only now, whilst handling the tumour, that the origin of the bleed- 
ing became clear. Mention has been made of a small projection on 
the otherwise smooth, rounded surface of the fibroid: whilst examin- 
ing the tumour, blood was noticed to be oozing from this projection. 
Closer investigation shewed that it was situated immediately over a 
large superficial vein coursing visibly beneath the peritoneum. 
Gentle pressure on this vein was at once followed by further oozing 
of blood from the projection. On the apex of the latter was visible 
a small rent with thinned and ragged edges. The projection there- 
fore, was in reality a varix communicating with the superficial vein, 
and after the tumour had been hardened a fine probe could readily 
be passed through the rent into the vein, as is shewn in the illustra- 
tion. 

The patient made a good recovery and returned home on the 
ninth day. 

Intra-peritoneal hemorrhage proceeding from uterine fibromyo- 
mata is so rare a condition that the omission of all reference to it in 
text-books and monographs is not surprising. But few cases are 
recorded in the literature, and some of these are mentioned in the 
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briefest terms. Yet it has long been known that in cases of fibroids 
bleeding might occur directly from veins and sinuses in the tumour 
itself. Matthews Duncan! reported in 1866 a case in which death 
followed bleeding from a large vein in a fibroid that was partly 
interstitial, partly submucous, and he also mentioned a similar case 
of Cruveilhier’s. Schauta? recognized that a cystic fibroid could 
bleed into its own cavities especially when the pedicle of a pedicu- 
lated tumour underwent torsion as in Prochownik’s* case in which 
two kilogrammes of blood were removed from the cavity in the 
growth. That bleeding has not more frequently occurred into the 
peritoneal cavity seems surprising when one considers how often 
large sinuses are found coursing over myomatous uteri, and how 
common it is to find in these tumours degenerative changes that 
have produced softening and friability which render the tumours 
more susceptible to traumatism. Specimens of fibroids shewing 
varices on their surfaces have been exhibited, e.g., by H. R. Spencer* 
and Treub,> whilst the former has shewn before the Obstetrical 
Society of London a cystic fibroid that threatened to rupture, and 
mentioned that he had known of several instances in which rupture 
actually took place. Such a rupture, or laceration of a solid myoma 
{as the result of traumatism) might implicate a superficial vein: 
or in the absence of both rupture and laceration, the wall of a vein 
or of a varicosity might give way under increased blood pressure. 
Rokitansky® was probably the first to mention the latter possibility, 
but in his “Lehrbuch” he merely states that “the tearing of a super- 
cial vein of a fibroid tumour, with bleeding into the peritoneal 
cavity has been observed.” Since then there would appear to have 
been only 22 authenticated cases (including the writer’s). Five of 
these were not verified by operation or autopsy, and are separately 
classed. | 

In five instances the diagnosis has not been verified either by 
operation or autopsy :— 


Case A. Laroyenne and Soller? (1881). Nullipara, aged 52. Menor- 
rhagia up to 2} years previously, since when amenorrhea had existed. 
For eleven months the patient had noticed a small tumour in the abdomen 
and had suffered from severe pains. During the three weeks preceding 
admission to hospital the tumour had increased in size and the pains 
become aggravated. On the left was felt a hard solid tumour, separated 
by a shallow furrow from two smaller fluctuating swellings on the right 
side. The uterine sound passed 8cm. into the retroflexed uterus. The 
fluctuant masses were tapped, two litres of thick, viscid, chocolate-coloured 
fluid being drawn off. Diagnosis: hematocele consecutive to a fibroid. 
After the tapping the pains ceased, but the swelling on the right reap- 
peared. A second tapping withdrew a litre of brick-red fluid. Five 
days later the patient left hospital—“the tumour had not reformed.” 


Case B. Laroyenne and Soller (1881). A patient, aged 40, had 
suffered from menorrhagia for a year. During a menstrual period there 
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developed an acute peritoneal illness that continued for several days. 
About a month later, “after « violent effort,” acute abdominal pain with 
swelling came on. A cystic collection was found in Douglas’ pouch, and 
in front of it lay the hard, nodulated uterus. The second passed 9cm. 
Diagnosis: hsematocele consecutive to fibroid. The collection underwent 
partial absorption, but the final result is not stated. 


Case C. Laroyenne and Soller? (1881). A married woman, aged 38, 
suffered from menorrhagia. During a menstrual period she was seized 
with abdominal pain and swelling, with vomiting. Three weeks later 
when the patient entered hospital, the condition had improved, but the 
pain and swelling persisted. The sound passed 9cm. into the enlarged 
uterus which reached three fingers’ breadth above the pubes. A fluctuat- 
ing tumour lay in Douglas’ pouch. No operation was performed and the 
after history was not traced. 


Case D. Gautier’s case! (1903) is related by C. Pellanda. A woman 
aged 45 gave a 12 years’ history of the growth of a fibroid to the size of 
the full-term pregnant uterus. There was but little menorrhagia, although 
severe dysmenorrhcea compelled rest in bed at the periods. Procrastina- 
tion on the part of the patient prevented operation. In December, 1903, 
there occurred the sudden onset of signs of internal hemorrhage. The 
patient’s strength ebbed for three days, an operator having declined to 
interfere. “La malade s’éteint lentement.” Death. No autopsy. 


Case E. Aug. Pollosson.!1! The patient was a single woman of 30 
who had a myomatous uterus as big as the organ at the third or fourth 
month of gestation. An attack of abdominal pain obliged her to take to 
bed, and a fortnight later she was brought to Lyons. Pollosson found a 
myomatous uterus displaced to the front and left by a firm collection that 
filled the pelvis and extended as high as the liver, and attained the size 
of the full-term pregnant uterus. A diagnosis of recent hematocele was 
made, and no operation performed. A year later the mass had dimin- 
ished to the size of a fist, and in eighteen months it had quite disappeared. 
The myomatous uterus remained as before; it caused no symptoms and 
operation was therefore deemed unnecessary. Up to 1904 no change had 
occurred. 


Although it cannot be doubted that fibromyomata did exist in 
each of these five cases, yet the absence of proof of the actual source 
of bleeding necessitates their exclusion from further consideration. 
In Vanwert’s case,!* sometimes incorrectly quoted as an instance of 
intraperitoneal bleeding from a myoma, a myomatous uterus co- 
existed with an ectopic gestation, the latter being the cause of the 
hemorrhage. The question of ectopic pregnancy has not been 
mentioned in any one of the five cases quoted, but without positive 
proof of its absence the better course is to deal only with cases in 
which operation or autopsy clearly indicated the origin of the 
bleeding. 

Including the case I report there are seventeen authenticated 
cases. In two the bleeding occurred from myomata but the precise 
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source is not stated. In the other fifteen the hemorrhage has 
usually occurred from a vein or sinus on the surface of the fibroid 
by the establishment of an opening in some weak spot in the vessel 
wall. The yielding of this weak spot may occur as the result of an 
increase in the general blood pressure such as is produced by exertion 
or sudden effort, or as the result of increased vascular tension in the 
myoma itself consequent on torsion of the pedicle of a pediculated 
tumour. In four cases the vessels were injured (i) as the conse- 
quence of involvement in laceration of a solid myoma (2 cases), or 
in rupture of a cystic one (1 case): (ii) by erosion in the process of 
ulceration set up by unyielding pressure of a bony projection against 
the tumour (1 case). 


In 2 cases the precise source of the bleeding from the myoma 
is not stated. 


Case I. Albert Martin.13 In July 1896, Martin saw a nun, aged 39, 
who three weeks previously, at the close of a menstrual period, had been 
attacked during the night by severe abdominal pain with swelling, rapid 
pulse and fainting. The diagnosis was grave internal hemorrhage of 
unknown origin. For three weeks there persisted vomiting, retention of 
urine and constipation. Martin found a tumour reaching above the 
umbilicus, but deferred diagnosis. Laparotomy disclosed a pediculated 
myoma the size of a foetal head at term. Numerous adhesions were 
broken down and some altered clots removed. The pouch of Douglas was 
filled by the myomatous uterus which was removed, “with external treat- 
ment of the pedicle.” Recovery. The precise source of the bleeding is 
not stated, but Martin avers that the clot was found only around the 
myoma, 


Case II. Amann, in shewing the specimens before the Munich 
Gynecological Society, stated briefly: “multiple fibromyomata of uterus 
and ovaries: necrosis and internal bleeding: death before operation 
could be carried out.” 


Cases in which hemorrhage was due to an opening in the wall 
of a vein. 


Case III. Gusserow and Zweifel!5 describe the case of an emaciated 
women aged 27 who died 40 hours after the expulsion of a macerated 
ovum. The autopsy revealed a fibroid the size of a man’s head attached 
by a thick pedicle to the fundus uteri. The veins on the posterior surface 
of the tumour shewed “cribriform perforations” through which blood was 
actually flowing at the time of the post-mortem examination. The authors 
believe that the movements communicated to the tumour during the pro- 
pe of abortion had led to thinning and rubbing through of the vessel 
walls, 


Case IV. Déderkein!® in the course of the discussion on the case of 
Amann’s mentioned above, cited an instance in which rapidity of the 
pulse and severe, inexplicable anemia had been caused by intraperitoneal 
bleeding from a vein in a myoma. The explanation of the bleeding was 
given only by laparotomy. 
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Case V. A. Stein!? reported the case of a woman aged 49 who had 
had 3 normal labours. She was seized with burning, stabbing pain in 
the lower abdomen which obliged her to take to bed where she fainted. 
The doctor called in recognised (1) “most extreme internal bleeding”: 
(2) intraperitoneal fluid: (3) a soft tumour to the right of the uterus. 
Owing to bad train connections, 24 hours elapsed before the patient, now 
in a collapsed condition, arrived at the Heidelberg Frauenklinik. On a 
provisional diagnosis of tubal gestation, the abdomen was at once opened, 
dark fluid blood escaping through the incision. Both tubes and ovaries 
were normal. Two myomata, together equalling the size of a fist, sprang 
from the fundus. They were blood-red in colour and veins visibly 
coursed over their surfaces. In one of these veins was an opening 3-4% 
millimeters long. After close examination of the abdomen no other 
source for the bleeding could be discovered. Subtotal hysterectomy was 
performed, but death ensued 40 hours later from a series of complications 
that may probably be summed up as sepsis. At the autopsy the abdominal 
aorta was injected with water but none escaped into the peritoneum. 


Case VI. Mrs. Scharlieb!® in the discussion on the case related by 
Lewers, mentioned the case of a woman operated on for fibroids in which 
“on opening the peritoneum much blood welled up before the parts were 
disturbed”... .. “the source of the hemorrhage was found to be a 
ruptured sinus on the posterior surface of the growth.” 


Case VII. Tédenat.!9 A married woman, aged 35, who had a myoma, 
had suffered during the four months preceding operation from progressive 
anemia and loss of flesh, associated with rapidity of the pulse. The 
menstrual losses although slightly greater than previously experienced, 
did not explain the anemia nor its marked exaggeration at each mens- 
trual period. A rounded myoma reached upwards to a point two fingers’ 
breadths below the umbilicus: the pouch of Douglas was occupied by a 
hard mass the size of two fists: it was not sensitive to pressure and was 
regarded as an exudation. The increase in size of the exudation and the 
exaggeration of symptoms due to anemia led Tédenat to consider the 
possibility of internal hemorrhage. Subtotal hysterectomy was per- 
formed, the main myoma having attached to it a smaller pediculated one 
surrounded by greyish-yellow clots. After removal of the uterus and 
annexes, about three litres of dark clots surrounded with filamentous adhe- 
sions and yellowish clot were removed from Douglas’ pouch. Over the 
surfaces of both tumours there coursed large venous sinuses, “one of which, 
situated on the posterior part of the tumour, was perforated by small 
orifices through which blood escaped.” 

The patient recovered and rapidly regained health and strength. 


Case VIII. Tédenat.19 A married woinan, aged 34, had a myoma- 
tous uterus filling the pelvis and reaching to the umbilicus. For five 
years she had had menorrhagia which had led to anemia. Two years 
previously there had been an attack of pelvic peritonitis, since when a 
good deal of abdominal pain had existed. At the operation the tumour 
was freed with difficulty, and on drawing it out of the abdomen a pyosal- 
pinx the size of an egg accompanied it: to the latter adhered the vermi- 
form appendix. In the midst of adhesions in Douglas’ pouch lay about 
two litres of clot. Hysterectomy and appendicectomy were performed. 
Recovery without incident. 
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On the posterior aspect of the tumour mass was a projection the size 
of two fists. It was hard, sessile, and had a nodulated surface which was 
marked by large venous sinuses. At the level of the adhesion of the 
pyosalpinx was found “an eroded sinus” from which the bleeding had 
taken place. 


Case IX. H. R. Spencer?° mentioned in the discussion on Lewers’ case 
that he “had seen a case of extensive intraperitoneal hemorrhage owing 
to the spontaneous bursting of a vein on the surface of a fibroid.” 


Cases of torsion of the pedicle of a pediculated Myoma in which 
an opening in the wall of a vein led to hemorrhage. 


Case X. Albrecht.21_ This case is quoted by Stein (loc. cit.) as 
another example of intraperitoneal hemorrhage from a vein in a myoma. 
The original communication is not available. The patient was a single 
women of 40 years of age who had a pediculated myoma half as big again 
as a fist. The pedicle underwent torsion and death occurred from intra- 
peritoneal bleeding. 


Case XI. R. v. Steinbiichel.22_ A married nullipara, aged 44, suffered 
from multiple fibroids. As the result of violence the patient had a peri- 
toneal crisis, and fifteen days later she underwent operation. When the 
abdomen was opened blood gushed out with some force and a good deal 
more was found in the peritoneal cavity. The pedicle of one of the 
myomata had undergone torsion to the extent of 60°—70°, and dark 
blood was found issuing from an opening in a vein on the surface of this 
tumour. The patient recovered, 


Cases in which hemorrhage occurred from a rent in the wall of 
a varicosity situated over a vein. 


Case XII. R. T. Jaschke.23 A washerwoman, aged 43, lifted a heavy 
pail, fell down and immediately became ill, pale and pulseless. A doctor 
was not summoned until the morning of the next day when the patient 
was despatched into the Klinik. On arrival there 14 hours after the 
onset she was extremely ill, and when a myoma and the existence of 
internal hemorrhage had been made out, the connection between them 
was at once recognised. Operation was immediately performed, an 
already ansesthetised patient being displaced to make way for this 
desperate case. A litre of blood was found in the peritoneal cavity and 
its source was readily found, for blood was even then welling from a 
small opening on the summit of a pea-sized varix situated on the upper 
part of the posterior wall of a myoma the size of a child’s head. Subtotal 
hysterectomy was rapidly performed (15 minutes), but despite all efforts 
the patient died three hours later. The author points out that it was 
not so much the severity as the long duratien of the bleeding that led 
to death. 


Case XIII. Wallace. The case related at the beginning of this paper. 
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Cases in which hemorrhage occurred as the result of laceration 
of a solid myoma. 


Case XIV. A. H. N. Lewers.24Operation was performed merely for 
removal of a fibroid, but as soon as the peritoneal cavity was opened “a 
considerable quantity of fresh blood” was discovered in it. On the 
surface of the large fibroid, at the junction of solid and cystic portions, 
there was found a laceration several inches in length, and from this blood 
was freely escaping. The cause of the laceration was unknown. When 
removed the tumour weighed 17 lbs. 1 oz. 

Case XV. R. M. Littler.25 This case is fully reported in the Journal 
for 1910, vol. xvii, p. 423. The patient was a single woman, aged 43, 
who had had a myoma for 4 or 5 years. Symptoms were caused only by 
the weight of the tumour, menstruation being normal. The patient 
tripped and fell heavily on to an asphalt footwalk, and therafter suffered 
from a peritoneal crisis. On a provisional diagnosis of ruptured ovarian 
cyst the abdomen was opened and at least a pint of blood found in it. 
On the anterior surface of a large subserous fibroid (weighing 6 lbs. 10ozs.) 
was a laceration some three inches in length. The tumour was connected 
to the uterus by a fleshy pedicle, three inches in breadth, which had large 
vessels running in it. The laceration communicated with a necrotic 
cavity 2 inches in diameter, and in the tear a superficial vein was involved. 


Case in which hemorrhage was due to pressure ulceration of a 
myoma. 

Case XVII. W. Bruce Clarke?’ reported the case of a patient aged 
48 who had a peritoneal crisis and was acutely ill when seen. It was 
known that a fibroid existed but the tumour was not regarded as being 
responsible for the attack. On a provisional diagnosis of perforation of 
gastric or duodenal ulcer, the abdomen was immediately opened. “A 
subperitoneal, pediculated fibroid of considerable size was found to be 
attached to the back of the uterus, and to be wedged against the promon- 
tory of the sacrum.” An artery and vein were actually bleeding at the 
time of operation, and the lower abdomen and pelvis were full of recent 
blood. The immediate cause of the bleeding was “ulceration” of the 
surface of the tumour owing to the pressure against it of the sacral 
promontory. Myomectomy. Recovery after prolonged illness complicated 
by intestinal fistula and pelvic suppuration. 

Exact diagnosis could scarcely have been expected in the earlier 
examples of a condition which has only recently become generally 
recognized. In some of the cases the existence of internal hemor- 
rhage was detected, but the connection between it and myomata was 
not traced. In 1881, Laroyenne and Soller twice diagnosed “hema- 
tocele consecutive to myoma” (Cases A and B), but in neither 
instance was the diagnosis verified by operation or autopsy. Jaschke 
(Case xii.) seems to be the sole recent writer who realised the 
important connection between internal hemorrhage and the fibroid. 
In other cases various diagnoses have been made—tubal gestation, 
ruptured ovarian cyst, ovarian cyst with torsion of pedicle, per- 
forated gastric or duodenal ulcer—all of which with one exception 
overlook the possibility of grave internal hemorrhage. So far as 
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treatment is concerned, once grave internal bleeding has been recog- 
nized no more exact diagnosis is required, since the indication is to 
locate the bleeding point and check the hemorrhage. This holds 
in the severe (Cases ii, and v.) and moderately severe cases. In the 
majority of these a solid tumour actually existed in the pelvis or 
lower abdomen, and for the future the existence of internal bleeding 
and a myoma might certainly be correlated, always provided that 
ectopic gestation can be excluded. In Vanwert’s case (12) which has 
been cited as an instance of intraperitoneal bleeding from a myoma, 
tubal pregnancy and hematocele occurred in a patient who suffered 
from fibroids. Exact diagnosis is of more importance in what may 
be termed the chronic type of case, in which Cases iv, vii, xiii and 
xvi are included. In the first two (iv and vii) the symptoms were 
very similar—rapidity of the pulse, advancing anemia not explained 
by the amount of external sanguineous losses, with in addition, in 
Case vii, progressive loss of flesh. In both cases operation shewed 
that oozing of blood from myomata was the cause of the deteriora- 
tion in health. In Case xiii the patient had suffered from several 
mild attacks of peritoneal disturbance, translated by her as “bilious 
attacks.”” Each no doubt represented a slight leakage of blood into 
the peritoneal cavity through an opening—small at that time— 
which later increased in size sufficiently to permit of the sudden 
escape of an amount of blood that produced an acute peritoneal 
crisis. In Case xvi the repeated crises depended on similar leakages 
of blood. 

In two cases (vi and xiv) operation was undertaken solely on 
account of myomata, and the presence of blood in the peritoneal 
cavity was a surprise to the operator in each case. Mrs. Scharlieb 
does not state whether the free blood was recent or not but in 
Lewers’ case it was “fresh.” In neither case had there been prior 
to the operation anything to suggest intraperitoneal bleeding. In 
the writer’s case the presence of intraperitoneal blood also came as 
a surprise, the provisional diagnosis being torsion of the pedicle of 
an ovarian tumour. 

To summarise shortly :— 

The diagnosis depends on the existence of a myoma plus the 
symptoms and signs of intraperitoneal bleeding. 

Rarely (Case v) free fluid may be recognized in the peritoneum in 
cases in which the blood has escaped in large quantity. 

In every case, other possible causes of intraperitoneal bleeding 
should be reviewed, and ectopic gestation requires particular con- 
sideration. 


Cases moy be divided roughly into three classes :— 
1. The acute, in which the shedding of a large amount of blood 
is followed by a severe peritoneal crisis and general collapse. 


ape 


366 Journal of Obstetrics and Gynecology 


2. The subacute or chronic, in which small or very moderate 
amounts of blood are shed at intervals, evidenced by mild signs of 
peritoneal disturbance of short duration, or by advancing anemia 
that is not explained by external losses or by general disease. 

3. Cases in which intraperitoneal bleeding occurs without 
evidence of its existence. In such cases the bleeding may have been 
provoked by some exertion on the part of the patient immediately 
before transport to the theatre, or whilst actually on the way 
thither, or perhaps by struggling during the earlier stages of anes- 
thesia. 

Mortality. Seventeen cases were submitted to operation. It is 
definitely stated that recovery followed in seven cases, and that 
death occurred in six cases. In the absence of any mention of death 
in the remaining four cases it will be presumed that recovery took 
place. On this basis, there were six deaths out of seventeen cases, 
a mortality rate of 35°29 per cent. No more striking evidence of 
the serious nature of the condition could be offered. 

The only form of injury to the vessels in which no fatal result 
followed was their involvement in a laceration of a solid myoma. 
In Case xiv the hemorrhage was a surprise to the operator: whilst 
in Case xv the symptoms were so urgent as to lead to the early 
calling in of a doctor and the immediate transportation of the 
patient to hospital. These patients probably owe their lives to 
promptitude in the application of treatment. 

Treatment. In all cases the treatment should be surgical and 
immediate. The histories of the severe and moderately severe cases 
give no ground for hopes that palliative measures may temporarily 
improve the state of the patient, with a view to operation under 
better conditions. On the contrary they show that the more des- 
perately ill the patient is the more urgent is the necessity for imme- 
diate operation. In four cases when the abdomen was opened 
bleeding was actually going on, in two instances from ruptured 
veins (xi and xii), in one instance of laceration (xiv) and in the 
solitary case of ulceration (xvii). In short, the treatment of these 
cases must conform to the general surgical rule that when bleeding 
is going on, the bleeding point must be located and the hemorrhage 
arrested. 

When patients have drifted into the serious condition presented 
by Stein’s case (v), it is a question whether the best policy is followed 
in performing immediately such an operation as hysterectomy. 
Some milder procedure that effectually checked the bleeding would 
seem indicated in such a case, the radical operation being postponed 
for a few days until the general state of the patient warranted it. 
A patient almost moribund from hemorrhage will probably succumb 
to an abdominal] operation of any magnitude. Removal of a pedi- 
culated fibroid the pedicle of which has undergone torsion, can be 
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quickly carried out, whereas a hysterectomy implies increased dura- 
tion of operation and intensifies shock. It may therefore be sug- 
gested that in such instances the ligature of bleeding vessels might 
be sufficient to tide the patient over a few days until restorative 
measures have enabled her to recover sufficiently from the loss of 
blood to face the radical operation with a reasonable chance of 
success. 
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Torsion of the Fallopian Tube as a Factor in the 
Etiology of Hzematosalpinx Apart from Ectopic 
Pregnancy. 

BY 
A. Louise McItroy, M.D., D.Sc., 
Gynecologist, Victoria Infirmary; District Obstetric Physician, 
Glasgow Maternity and Women’sHospital. 


Ir is somewhat remarkable how little attention is drawn in English 
gynecological text-books to the subject of blood effusions in the 
Fallopian tube as a condition apart from ectopic pregnancy. 
Gebhard,! and Winter? lay some stress upon this pathological 
change. In the earlier literature cases are reported of blood 
effusions into the tube and infiltration of the walls, but it is more 
than probable that the majority of such cases owe their origin to 
ectopic pregnancy, such a cause being unsuspected at the time. 
With our improved methods of histological investigation the cases 
of hematosalpinx per se can be isolated. It must be kept in mind 
however that as pregnancy plays an important part in the causation 
of blood effusions into the tube, every specimen of such effusion must 
be looked upon with suspicion, and pregnancy must only be 
excluded, if after careful and extensive examination of the tubal 
walls no evidence of the embedding of an ovum be found. 
Although the evidence obtained from microscopic examination is 
the only safe guide towards a diagnosis of the condition, neverthe- 
less in those cases of complete tubal abortion where there is little 
change to be seen in the tube, we must take the history of the 
patient’s symptoms into account. When there is a history of a 
period of amenorrhea followed by localised pain, sudden in onset, 
with uterine hemorrhage and in some cases the passage of a 
decidual cast, there is little doubt that we are dealing ‘with a case 
of pregnancy. Instances of hematosalpinx apart from tubal 
gestation are of rare occurrence, and when they are in addition 
associated with twisting of the tube many interesting features are 
to be observed. 

The notes of the following case* may be taken as an example of 
heematosalpinx associated with torsion of the tube at its uterine end. 

Mrs. G., aged 46, cook, widow four years, four children, the 
last 20 years ago, was sent to me to the Victoria Infirmary by Dr. 
Douglas, Possilpark, on account of severe pain in the left iliac 


*A report of this case was given as a short communication at the December 
meeting of the Obstetrical Section of the Royal Society of Medicine, 1910. 
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Fig. 1. Left Fallopian tube, dilated, forming a hematosalpinx. 
Photograph almost actual size. F=fimbriated extremity of tube. 
U=uterine end (pedicie). 


Fig. 2. Photomicrograph of tube wall, showing infiltration with 
blood. Increase in size and number of blood-vessels. M=mucosa with 
broken-down epithelium. P=Peritoneal surface. W=large vein whose 
wall was infiltrated with blood corpuscles. X15. 
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region which had come on suddenly five days previously. The 
patient thought it was due to a chill. The attack was ushered in 
by cold sweats, and there was some collapse so that the patient had 
to go to bed for a time. There was no uterine hemorrhage, vomit- 
ing, or marked constipation. There had been some prolapse of the 
uterus for two years. Menstruation had been irregular, the last 
period having occurred four months previously after an interval of 
amenorrhea for a year. Dr. Douglas informed me that there was 
a mass in the posterior fornix which could not be differentiated from 
the body of the uterus. On examination I confirmed this diagnosis 
of a mass about the size of a large orange, immovable, tender, and 
incorporated with the uterus which was retroflexed. The patient 
appeared healthy, the heart and lungs being normal. The abdomen 
was slightly tender in the left iliac region there being also a degree 
of rigidity. A few days later the patient was admitted to the ward 
and examined under anesthesia. The diagnosis lay between an 
incarcerated fibroid of the uterus, and a tubo-ovarian tumour which 
had become prolapsed into the pouch of Douglas. Next day I 
performed laparatomy and found the uterus enlarged, retroflexed, 
and a mass the size of an orange adherent to it posteriorly in the 
pelvis. This mass was of a deep red colour, soft in consistence and 
contained fluid. It was adherent to the sigmoid flexure and on 
being raised up was found to be a left hematosalpinx with two 
complete twists occurring at the uterine end of the tube, in the 
reverse direction to the hands of a watch. On removal of the 
tumour the tube readjusted itself, the twisting becoming unwound. 
No evidence of blood in the peritoneal cavity could be seen. The 
ovary was somewhat fibrosed, but not being involved in the mass 
was not removed. The right appendages appeared congested but 
were otherwise normal. The uterus was softened, its surface being 
covered with recent peritonitic adhesions. It lay somewhat low 
down in the pelvis. Ventro-suspension was performed and the 
abdominal wound was closed by two layers of sutures. The patient 
made an uninterrupted recovery. 

The specimen (Fig. 1) after hardening in formalin solution 
shows the left tube distended with a somewhat retort-shaped blood 
clot. The surface is dark red in colour with areas of ecchymosis on 
its upper aspect, but no portion appears necrotic. The walls of the 
uterine end of the tube show hemorrhagic infiltration and the 
lumen in this region has become occluded by pressure. About half 
an inch from the uterine end the tube is distended to form a sac the 
size of an orange. The surface of this portion is more or less 
lobulated in outline. The abdominal ostium is closed, the remains 
of the fimbrie are spread out as ridges in the interior of the sac at 
its outer pole. Near this is a small nodule—the hydatid of 
Morgagni. The walls of the dilated portion of the tube are very 
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much thinned in places. The lumen is filled with laminated blood 
clot partly adherent to the walls. No differentiation can be made 
out on naked eye examination of the substance of the clot. There 
is no trace of rupture having taken place at any time. Sections 
taken from the uterine end of the tube and stained by Weigert’s 
rapid iron-hematoxylin-eosine method show marked infiltration of 
the walls by blood corpuscles, and enormous increase in the size 
and number of the blood vessels. (Fig. 2.) 

The blood corpuscles appear fairly normal in outline thus show- 
ing the short duration of the effusion. Sections stained with 
Jenner’s stain show a considerable increase in the number of 
leucocytes which may be taken as an indication of the beginning of 
the process of repair. Examination of the mucosa of the tube 
shows a degeneration of the epithelium covering the plice. In 
places these plice have completely disappeared and only a single 
layer of epithelium is to be seen covering the interior of the wall. 
The epithelial cells are cubical in shape and have an irregular 
relationship the one to the other. The bases of the plice are 
infiltrated with blood corpuscles and contain newly formed blood 
vessels. (Fig. 3.) 

Groups or islets of epithelial cells are seen scattered in the con- 
nective tissue beneath the mucosa. No pseudo-glandular spaces 
were to be seen in any of the sections examined. The muscular 
bundles of the intermediate layer are laminated by the masses of 
invading blood corpuscles, and the fibres are seen to be scattered in 
all directions. (Fig. 4.) New connective tissue cells with their 
elongated nuclei are to be seen throughout the whole wall. In 
places the hemorrhagic mass is becoming organized by new formed 
vessels with thin walls. Areas of hyaline substance also are seen 
in the blood mass. The peritoneal covering is thinned out, the 
nuclei of its cells being elongated. Immediately underneath the 
peritoneal covering there is a layer of blood corpuscles which 
extends the whole length of the tube. The blood vessels throughout 
the whole of the tube are numerous and engorged with blood. The 
veins are enlarged and show infiltration of their middle coat by 
blood corpuscles. In places fibrin is seen in the form of projections 
from the internal coat into the lumen of the vessel. New formed 
vessels are seen in all stages of development, the blood in the lumen 
of these showing commencing organisation. 

‘On the surface of the mucosa are seen small masses or buds of 
blood clot attached to the epithelium by granulation tissue. There 
is no evidence of sclerotic change in the vessels. ; 

Sections taken from the sacculated portion of the tube show 
changes similar to those in the uterine end, the walls being thinned 
out and the normal structures having disappeared to a great extent. 
In no part of the tube wall or in the blood contents could any 
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Fig. 3. Photomicrograph of mucosa of tube, showing epithelium 
distributed irregularly on the plicw. Interior of plicz filled with blood 
corpuscles. E=epithelium on summit of plica. 200. 


Fig. 4. Photomicrograph showing fibres of the muscular bundles 
broken and scattered; the blood corpuscles are seen filling up the whole 
of the section. 
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trace of chorionic villi or membrane be found. The whole wall of 
the tube has become disintegrated by the invading blood corpuscles 
in a manner somewhat similar to the apoplexy of other organs, and 
the specimen can be classified as one of pachy-salpingitis 
hemorrhagica. 

- The chief points of interest in the case lie in the fact that there 
was the history of only one attack of illness, and that this was 
accompanied by acute symptoms which correspond with the strangu- 
lation of the pedicle without any uterine or intra-peritoneal 
hemorrhage. The only previous complaint was of slight uterine 
prolapse so that old standing tubal disease can be excluded. The 
exciting factor in the causation of the hemorrhage is the torsion 
and strangulation of the tube, leading to an escape of blood cor- 
puscles into the lumen and also infiltration of the walls. The 
problem to be solved is whether the torsion occurred in a perfectly 
normal tube, and if so what was the cause of its rotation? 

The degree of uterine displacement might have led to pressure 
of the tube against the pelvic wall determined by some undue— 
although forgotten—exertion on the part of the patient. We may 
exclude any congestion of the tube brought about by the near 
approach of a menstrual period seeing that there was no uterine 
discharge. There is no evidence to be obtained from an examina- 
tion of the specimen of any previous existing pathological condition, 
although in such cases it is difficult to exclude a hydrosalpinx. The 
changes in the walls of the latter are similar to those described for 
hematosalpinx except for the fact that in hydrosalpinx there is 
neither hemorrhage nor increase in the number of the blood vessels. 
The mobility of the tumour is not of much use as an aid to the diag- 
nosis of torsion in the tube, since adhesions occur so rapidly that 
fixation is early brought about. Tenderness and rigidity on exami- 
nation is a sign which may be taken as an indication of a certain 
amount of inflammatory reaction. 

A review of the literature dealing with instances of cases of 
hematosalpinx in association with torsion convinces one that the 
condition is of somewhat a rare occurrence. Cases however of 
hematosalpinx without torsion, and rotation of the pedicle in other 
pathological conditions of the tube are numerous, and may be 


discussed first apart from, and second, in conjunction with torsion 
cf the tube. 


I. or Ha#MATOSALPINX. 


1. Ectopic Gestation. This comprises the great majority of 
cases of hematosalpinx, a fact which may be proved by the histolo- 
gical examination of many hitherto unsuspected specimens. The 
chief error in the diagnosis lies in the failure to make an exhaustive 
examination of the tubal wall, and to compare the sections with 
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those taken from specimens in which pregnancy is undoubtedly to 
be excluded. Difficulty arises from the fact that in ectopic gesta- 
tion changes characteristic of hematosalpinx may be found in the 
tube, and also from the fact that the evidence of the embedding of 
the ovum is often to be found only within a very localised area. In 
hematosalpinx the changes are fairly constant and uniform 
throughout the whole length of the tube. Rupture of the tube is 
of uncommon occurrence in hemorrhagic sactosalpinx and closure 
of the abdominal ostium is usually present. It is absent however 
in cases of tubal abortion except when closed by the secondary adhe- 
sions from the presence of a hematocele or pelvic peritonitis. In 
1898 Alban Doran? showed to the London Obstetrical Society a 
specimen of hemorrhage of the tube apart from pregnancy. In 
this case the patient was a young woman whose menstrual periods 
had been irregular, uterine hemorrhage accompanied by some pain 
marked the onset of the condition. No evidence of frequency was 
to be found on examination of the specimen. No dilatation of the 
ostium or previous pathological changes could be seen which would 
show that a tubal ovum had aborted into the peritoneal cavity. 
The tube was open and contained an adherent blood clot at its 
abdominal end, so that the specimen cannot be classified as a sacto- 
salpinx. As no mention is made of torsion of the tube it is difficult 
to account for the onset of the acute symptoms. The opposite tube 
and both ovaries were healthy. At a subsequent meeting of the 
Society Bland Sutton‘ brought forward a criticism of this case in 
which he endeavoured to show that the specimen was one of tubal 
abortion. He laid stress upon the following points in the investiga- 
tion of tubal hemorrhage—the presence in the blood clot of an 
investing chorionic membrane and an amniotic cavity. The passage 
of a decidual membrane from the uterus is of value in the diagnosis, 
only when it occurs in conjunction with the other signs of preg- 
nancy. The walls of the tube may contract after extrusion of the 
ovum in the same way as the walls of the uterus contract after 
delivery. We may conclude, however, that as no evidence of preg- 
nancy seems to have been found, Doran’s specimen may be classified 
as a case of blood effusion into the tube. Cullingworth® described 
a specimen of hematosalpinx where no evidence of pregnancy was 
to be found on histological examination, although the case was 
diagnosed from the clinical history as one of tubal pregnancy. 

2. Hematosalping associated with uterine pregnancy. This 
condition has been explained as due to a reflex of blood from the 
uterus as a consequence of the general congestion. A case is 
reported by Routh® where the appendages were removed for recur- 
rent mammary cancer. One tube was found to contain blood, the 
uterus being 2} months pregnant. Keyworth’ reports a fatal case 
of accidental uterine hemorrhage with effusion of blood into the 
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walls of both tubes found at the post-mortem examination. No 
blood was seen in the lumen of the tube and no dilatation was 
present, 

3. Atresia of the genital canal by malformations and by tumours. 
Katz’ describes and tabulates sixteen cases of hematometra in the 
atresic horn of a uterus bicornis unicollis, with an additional case 
in his own practice. Out of this number seven showed hemorrhage 
into the tube. He discusses the etiology of hematosalpinx, and 
takes the view that the abdominal ostium becomes closed by blood 
clot derived from the vessels in the walls of the tube. He dismisses 
as unimportant reflex menstrual blood or previous inflammatory 
conditions of the tube. Doran and Lockyer® describe a case of left 
hematosalpinx with uterus septus unicollis associated with fibro- 
myoma. Qn microscopical examination of sections taken from the 
tube wall the plice are seen to be distended at their bases by the 
presence of free hemorrhage. The epithelium is flattened out to 
form a nucleated lamina beneath which there is a layer of extra- 
vasated blood. In places there is a complete absence of the plice 
with partial destruction of the epithelium, the latter being replaced 
by granulations which entered into the blood clot. The authors 
have collected the records of twenty-four cases of hemorrhage with 
uterine malformation, and their conclusion is that hematosalpinx is 
a rare condition in uterine fibroid disease. Macnaughton-Jones!° 
gives notes of a case of hematosalpinx complicating myoma where 
the left ovary was found to be necrosed, both tubes containing 
blood. The probable cause was an acute flexion of the tube wall. 

4. Tubal menstruation may be the source of hemorrhage into the 
tube. This subject has been investigated by Bond" who examined 
tubes removed by operation during menstruation. Blood was found 
in tubes removed during the first day of the flow, but in specimens 
examined twenty-four hours after cessation of menstruation the 
tubes were found to be empty, although blood was seen in the 
uterine cavity. This illustrates the fact that the tubal mucosa is 
the first part to be affected by menstruation. The arguments against 
the tubal hemorrhage being due to a backward flow from the uterus 
are, that the secretion in the tubes precedes the uterine flow, and 
that definite changes have been observed in the mucosa of the tube. 
Bond quotes the post-mortem examination of a girl with a healthy 
uterus containing menstrual fluid and with blood in the tubes. 
Imperforate hymen with distended uterus is not as a rule associated 
with regurgitation into the tubes unless infection of the blood mass 
has taken place. It has not been proved experimentally in animals. 

5. Inflammatory conditions and tumours of the tubes. It is not 
difficult to account for the presence of blood in such cases as acute 
hemorrhagie salpingitis, or in tubercular disease. Hematosalpinx 
may be an intermediate stage between salpingitis and hydrosalpinx 
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or pyosalpinx. Serous effusions, the result of prolonged pressure 
may lead to diapedesis of blood corpuscles. Lea}? describes a case 
of hemorrhage occurring in a chronically inflamed tube where clots 
were found in the whole length of the lumen of the tube, the walls 
being much thickened. 

6. Disorders of circulation. Increased blood pressure from 
arterio-sclerosis causing rupture of the vessel walls may be a factor. 
Cases of rupture of the utero-ovarian plexus of veins from a varicose 
condition have been recorded where the tube, ovary and broad liga- 
ment formed a mass of blood clot. If in fibrosis of the uterus 
hemorrhage be a common symptom this condition is likely therefore 
to be found in the tubes. Louis Bazy!* has discussed the subject of 
hematosalpinx very fully and thoroughly, and has given an epitome 
of the literature bearing on the question. In his case, No. 1V 
(page 49) tubal pregnancy had occurred in one side and hemato- 
salpinx with pus in the other. The explanation given by Bazy is 
that this condition is due to an atrophic salpingitis with a re-infec- 
tion favoured by the embedding of the ovum in the opposite tube. 
Previous complications in the tubes may have some influence in the 
causation of tubal pregnancy, although this is denied by many 
authors. The histological investigation of the walls of the tube in 
several different specimens is described by Bazy in detail, much 
stress being laid upon the presence of groups of epithelial cells 
giving the appearance of a pseudo-epithelioma. Inclusions of 
spaces lined with epithelium resemble glandular and cystic dilata- 
tions. Long-standing blood clot represented by projections of new- 
formed vascular connective tissue are seen on the surface of the 
mucosa; some of these are seen projecting into the interior of the 
vessels. The lesions of the tubes are called Pachy-salpingitis 
Hemorrhagica and are to be compared with the’ hemorrhagic in- 
flammations of the meninges and other organs. 


II. Torsion oF THE TUBE. 


Most operators have observed torsion of the pedicle in tumours 
of the ovary as a condition often unaccompanied by any symptoms. 
Torsion may occur in the ligamental attachment of any abdominal 
organ, with the exception of the liver. A case of torsion of the 
uterus is reported by Griffith.4 Torsion of the pedicle may take 
place given a sufficiently long pedicle, a non-adherent surface with 
preferably rounded outlines and a tumour not too large to allow of 
a degree of movement. Torsion may take place gradually giving 
rise to few appreciable symptoms. It may occur suddenly causing 
strangulation of the tissues with rupture of the walls of the blood 
vessels and effusion into the organ or tumour itself. Cases have 
been published where torsion of an ovarian cyst has caused fatal 
hemorrhage into the substance of the tumour. Many theories have 
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been adduced for the causation of torsion of the pedicle. Lawson 
Tait!5 gives as a condition that the tumour should be capable of 
free movement, and have a pedicle long enough to be twisted. In 
his cases of axial rotation of ovarian cysts the majority were right- 
sided and the twist was from left to right. A tumour free from 
adhesions may roll over on its axis or be tilted over by an enlarged 
uterus such as sometimes occurs during pregnancy. Alternate 
filling and emptying of the rectum is an aid to the rotation of a 
tumour. The rectum acting upon the vertebral column would push 
the tumour in the direction of left to right, and would therefore act 
more readily on right-sided tumours. The force of the rectum is in 
the plane of a screw almost at right angles to the axrs of movement. 
The passage of feces would act as a wedge in driving the tumour 
round. The process of rotation goes on slowly until the point of 
Strangulation is reached. The bladder from its central position is 
more neutral in its influence. Pozzi!® reports four cases of torsion 
of cystic tubes, with one of which there was associated necrobiosis 
of the ovary, and the pedicle was twisted in two spirals. Several 
attacks of pain indicated that a degree of torsion had taken place at 
intervals. In another case torsion was found in the right tube 
which contained blood and pus. Fourteen days later a second 
operation was performed for torsion which had caused strangulation 
and gangrene of the left tube, the ovary being cystic. Bland 
Sutton describes a case of hematosalpinx with 3} twists of the 
pedicle, the hemorrhage being secondary to the torsion. The 
subject of torsion of the tube has been discussed by Hamilton Bell!’ 
and an account of a case is given where torsion had occurred in a 
hydrosalpinx converting it into a hematosalpinx. The opposite 
tube contained a hydrosalpinx. Cases occurring in the literature 
are discussed by this author and the conclusions drawn are that there 
is no definite existing cause for the condition. In the case of rota- 
tion of ovarian tumours their irregular shape, varying weight and 
consistence tend to produce a disturbance of equilibrium. Extrinsic 
causes are mentioned, such as pregnancy, labour, influence of the 
bladder and rectum, quick alterations of intra-abdominal pressure 
by labour or tapping, and the active contractions of the diaphragm. 
The comparative rarity of torsion in tumours of the tube is explained 
by the shortness of the pedicle and the presence of adhesions. Most 
of the cases of hematosalpinx recorded have been primarily hydro- 
salpinx with subsequent torsion. Cathelin'® gives an analysis of 
forty-one cases of torsion of the tubes. Lejars!® has had experience 
of eleven such cases and thinks it is not a rare occurrence, and is 
often the cause of obscure pelvic pain; the majority of cases being 
unassociated with strangulation. He lays stress in the diagnosis 
upon the mobility of the tumour and tenderness on examination. 
Hedley”® gives notes of a case of hydrosalpinx with torsion where 
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two spirals had taken place in the pedicle in the direction of the 
hands of a watch. The sac contained blood-stained fluid. I pub- 
lished a somewhat similar case (in the Scottish Medical and Surgical 
Journal, Aug. 1904) where numerous twists had taken place along 
the tube, the uterine portion of which was adherent to the dilated 
hydrosalpinx. Malcolm?! describes a specimen of a twisted deeply 
congested left tube from a patient aged 52 years. Repeated attacks 
of pain had been experienced. McCann”? reports a hematosalpinx 
due to tubal gestation which had undergone rotation with three 
spirals in the twist. Aulhorn®* maintains that torsion of a normal 
tube is of rare occurrence, and describes a case of a patient aged 19 
years who had attacks of recurrent pain during pregnancy. The 
diagnosis of pyosalpinx was made, and at the operation the right 
uterine appendages were found to be twisted, forming a bluish- 
black mass. There was blood in the lumen and infiltrating the 
walls of the tube. 

The conclusions therefore to be drawn from the writers on hema- 
tosalpinx and torsion of the tube are, that there is no one definite 
cause for the rotation of the pedicle, but that when torsion does take 
place followed by strangulation, there is an effusion of blood into 
the tissues and cavities of the organ or tumour involved. We may 
take it as proved that in the majority of cases of heematosalpinx 
apart from ectopic pregnancy the cause is to be looked for in a 
torsion of the tube, as a rule at the uterine end. Predisposing 
causes such as congestive conditions, weakness of the vessel walls 
and tumours of the tube are to be taken into account. The exciting 
cause of the rotation may be found in the mobility of the tube in 
conjunction with increased intra-abdominal pressure. Peristaltic 
action of the lower bowel has undoubtedly some influence in favour- 
ing axial rotation. That torsion should occur in a perfectly healthy 
tube must be of rare occurrence, although histological examination 
of series of tubes in the various stages of foetal development shows 
us that flexions of these organs are frequently present. The direc- 
tion of the torsion, and the number of twists are of little importance 
clinically, the degree of strangulation is what should be looked for 
on examination of the tube. 
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The Treatment of Eclampsia: A Resume of Eighteen 
Months’ Experience. 


By J. W. Batiantyne, M.D., F.R.C.P.E., 


Physician to the Edinburgh Royal Maternity and Simpson Memorial 


Hospital; Lecturer on Midwifery and Gynecology, Surgeons’ 
Hall, Edinburgh; etc. 


For six years (1905—1910) I have acted as physician in charge of 
the Edinburgh Royal Maternity Hospital during the Autumn 
quarter (comprising the months of August, September and October) ; 
and in these eighteen months two thousand, two hundred and four- 
teen patients were under our care in the hospital, in the outdoor 
department, and at the Leith Branch. Thirty-eight of the patients 
suffered from eclampsia, or 17 per cent.; and five of them died, 
giving a maternal mortality of 13 per cent. If, however, I divide 
the six trimestral periods into two periods of three trimesters each 
I find a very interesting result. During the Autumn quarters of 
1905, 1906, and 1907 there were twelve cases of eclampsia with 
three maternal deaths, or a mortality of 25 per cent.; whilst during 
the corresponding quarters of 1908, 1909, and 1910 there were 
twenty-sie cases of eclampsia with two maternal deaths, a mortality 
of 7°6 per cent. The difference between these two periods, which, it 
will be noted, were seasonally the same, was so striking that I was 
led to scrutinize the nature of the cases and the treatment employed 
with a view to discovering a possible cause for it. I found that 
there was no evidence that the cases of the second period were of a 
less serious type than those of the first; but I soon discovered that 
the treatment I was employing in the latter period of time differed 
very markedly from that in vogue in the former. During the 
Autumn quarters of 1905-7 I was still trusting in some measure to 
rapid emptying of the uterus, whilst in the corresponding quarters 
of 1908-10 labour was hardly at all expedited. In the former years 
the maternal mortality was 25 per cent., in the latter it was only 
76 per cent.; in the former years the foetal and infantile mortality 
was 75 per cent., in the latter it was 42 per cent. 


It may be well if I first summarize in a tabular form the eighteen 
months’ experience with eclampsia, and thereafter give some of the 
details more fully. 


: 
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No. of Obstetric 
Cases in 1905 1906 1907 1908 1909 1910 1905-1910 
Outdoor ......... 151 158 174 196 214 197 1090 
At Branch ...... — — 108 149 
Total. 
Eclampsia cases. 5 4 3 5 8612 9 38 
Eclampsia deaths 1 1 1 0 2 0 5 
(maternal) 


Of course cases of albuminuria and eclampsism (of which there 
were several) in which treatment was successful in averting eclamp- 
sia are not included in the above list; although one felt practically 
certain in some instances that it was the prophylactic measures 
which had prevented the development of eclampsia, still it was not 
felt to be justifiable to place these aborted eclampsias with the others 
which had manifested convulsions. 

I shall now give briefly the leading characters of the eclampsia 
cases in each of the six trimestral periods in the years 1905—1910. 


(1) In the Autumn quarter of 1905 five cases of eclampsia were 
sent into hospital for treatment. One of the mothers died, and in 
her case the lumbar spine was tapped and Bossi’s dilator used to 
stretch the cervix in order to permit the application of forceps and 
rapid delivery; death followed two days later from pneumonia, and 
the infant was born dead. The other four mothers recovered: in 
three of them there was time (a week, two weeks, and a month - 
respectively) between the occurrence of eclampsia and the onset of 
labour pains for the adoption of medical measures; in the fourth, 
labour was in progress when the patient was admitted to the hospital, 
and there was no time for anything save the hot pack; two out of 
the four infants were born dead, and one (premature) died when 
four days old. The medical measures to which reference has been 
made were the hot pack, large enemata, salines under the breasts, 
morphine hypodermically, and purgatives by the mouth if time 
permitted; in the fits chloroform inhalation was given, and chloral 
per rectum. In one case thyroid extract was given in 10 grain doses. 

(2) The Autumn quarter of 1906 saw four cases of eclampsia 
received into the Royal Maternity Hospital. In one of them the 
convulsions (seven) came on post partum, and with the help of the 
hot pack, enemata, and purgatives, recovery took place. Two 
patients were admitted suffering from the prodromata of eclampsia; 
fits supervened, but two days elapsed before the occurrence of labour, 
and in each case a macerated foetus was expelled; both mothers 
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received medical treatment, which was the same as that given in 
the preceding autumn with the addition of thyroid extract in larger 
doses; and both recovered. The fourth patient was a primipara, who 
had passed no urine for two days before admission; she was having 
fits and was in labour when she was brought in; venesection was 
employed, the stomach was washed out and croton oil put in, and 
salines were given under the breasts; the Bossi dilator and deep 
cervical incisions were made, and the infant was born dead by 
version; the mother died soon after. 

(3) In 1907 only three cases of eclampsia were dealt with in the 
months of August, September and October. All of them were primi- 
pare. One of them had a contracted pelvis and prolapse of the 
cord in addition to the convulsions; forceps having failed outside the 
hospital, craniotomy was done when the patient was brought in; she 
recovered. Another had a number of fits before she came into 
hospital, and none after admission; she did not go into labour for 
five days after admission, and during that period she received 
medical treatment (hot pack, calomel, purely milk diet, thyroid 
extract, and diuretics); she recovered but her infant was dead-born. 
The third patient had a fit just before the birth of her child (by 
forceps) and had a great many post partum; she received the saline 
into the vein of the arm, and was given diuretics and thyroid 
extract; she became septic (through the transfusion wound), and died 
from septicemia. 

(4) In 1908 my experiences with eclampsia were so noteworthy 
that I published them soon afterwards (Trans. Edin. Obstet. Soc., 
xxxiv, pp. 30-38, 1908-9). They marked the more complete adoption 
of the plan of treating the fits by medical means and of leaving the 
uterus alone. There were five patients in all, of whom four were 
primipare; all of them were treated with hot packs, diuretics, 
enemata, magnesium sulphate, and strict milk diet; three had 
morphine, two got thyroid extract, and one had venesection with 
saline transfusion and dry cupping; all the mothers recovered, but 
four out of the five infants were lost (dead and macerated at birth). 
Only one patient caused us great anxiety; she was the multipara, 
and had had long established renal mischief; in her case labour was 
induced, and it was some days before she was out of danger. The 
experience of the Autumn quarter directed my attention more 
exclusively to antepartum treatment by means of measures which 
were largely medical. The existence of the Hamilton Ward for the 
treatment of morbid pregnancies enabled me to give beds for any 
number of days or even of weeks to pregnant patients who had 
suffered from eclampsia; there was thus nothing to influence my 
mind in favour of emptying the uterus save the requirements of each 
individual case; and medical measures got a full trial. I reflected 
that the cases which had done best in the preceding three years had 
been just those in which there had been an opportunity for medical 
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treatment between the occurrence of the eclamptic fits and the 
supervention of labour. The particular form of medical treatment 
which was to be preferred had not yet taken a fixed form in my 
mind; but I found myself trusting less to morphine and thyroid 
extract and beginning to use venesection and transfusion into the 
vein more often. In 1909 my views as to the best method of medical 
treatment crystallized into a much more definite and approved plan 
of procedure. 

(5) Twelve patients suffering from eclampsia were treated during 
the Autumn quarter of 1909; of these ten were primipare and two 
multipare; in eleven the convulsions either began in pregnancy or 
coincided with the occurrence of labour, and in one the fits were 
truly puerperal; there were two maternal and four fetal and in- 
fantile deaths. Another case of convulsions occurred during the 
quarter and terminated fatally; but the symptoms during life were 
unlike those of true eclampsia, and the conditions found post mortem 
pointed to brain disease; there was evident and recent syphilis. If, 
however, this case were included (on account of there having been 
convulsions) the mortality for the past three years would be 11°5 
instead of 7°6. 

All the twelve patients were treated by medical means, and in 
three of them there was abundant time for full medical treatment 
before the supervention of labour. In most of the cases the measures 
employed were as follows. The patient was bled from the arm to 
the extent of some ten, twelve or fifteen ounces; from one and a half 
to two pints of saline solution were then transfused into the vein; 
the stomach was washed out with a solution of bicarbonate of soda; 
then before the stomach tube was withdrawn ten ounces of Henry’s 
solution (magnesium sulphate and sulphuric acid) were run into the 
stomach cavity; and finally a large enema was given to clear out the 
bowels. Occasionally the hot pack was added; in one case morphine 
was given hypodermically ; in another chloral and bromide of potash 
were introduced per rectum. Chloroform was used to control the 
fits. The diet was always milk only. In only one instance was 
labour expedited, and it was one of the two fatal cases; it was not 
regarded as a serious case, the convulsions being few and slight; 
forceps was applied in the second stage, rather from old associations 
than because of any pressing need as the patient was not looked upon 
as in danger; immediately after delivery another fit supervened in 
which death occurred. The other maternal death occurred in a 
woman who had only two fits and in whom there was little time for 
either medical or obstetric interference. The general plan of treat- 
ment in all these cases was to favour the continuance of pregnancy 
and to trust to the medical measures combined with gastric lavage 
to check the toxemia. 


(6) In 1910 (Autumn quarter) there were nine patients suffering 
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from eclampsia in the hospital; eight of them were primipare, and 
the ninth patient had previously been pregnant seven times (four 
dead-born infants and three abortions); three of them (including the 
multipara) developed eclampsia post partum, in the other six it 
preceded or accompanied labour; in one only of the patients was 
there time for what may be called prematernity treatment, for in no 
other instance did forty-eight hours elapse between the admission of 
the patient and the occurrence of labour. All the mothers recovered ; 
six out of the nine infants did well, and of the three which perished 
one was non-viable (macerated 6} months’ fetus). The eclampsia 
varied somewhat in severity, there being forty fits in one case and 
only one in another; in most instances the number was about half a 
dozen. Seven of the patients were sent into hospital for eclampsia 
which had developed already; in two, fits supervened for the first 
time after admission, and in one of them the convulsions were post 
partum. Of the seven patients sent into hospital two came from the 
Leith Branch, one from the Edinburgh Royal Infirmary, and four 
were from medical practitioners in Edinburgh or the country. There 
were also seven patients suffering from albuminuria of pregnancy, 
two of whom had all the symptoms of eclampsism, and they all did 
well; but as stated already they are not included. 


The treatment was closely similar to that in use in 1909. A few 
notes of the most serious case will suffice to illustrate the treatment 
adopted. This patient, who was six and a half months’ pregnant 
and was undergoing treatment for syphilis, had been ill for twelve 
hours before she was sent along to the hospital and had had 29 fits. 
On admission she had a temperature of 102°, a pulse rate of 128, and 
a blood pressure of 176; seven ounces of highly albuminous urine 
had been drawn off before she was sent in; and she was in labour. 
A few minutes after coming in she had a fit lasting three minutes. 
Seven ounces of blood were drawn off from the median basilic vein, 
and two pints of saline were introduced; the stomach was washed 
out with two pints of bicarbonate of soda solution (a drachm to the 
pint), and six ounces of magnesium sulphate in concentrated solution 
(sufficient water to dissolve the six ounces of the salt) were run into 
the stomach at the time. The labour which was well advanced was 
terminated by forceps (the fetus being dead and macerated), and 
the placenta which was partly adherent was removed by the hand 
and an intra-uterine douche given. Soon afterwards a copious 
enema was given with a good result, and the patient was put to bed 
with hot bottles around her. She had been unconscious all this 
time, but in four hours she became partly conscious. Her respiration 
rate which had been fifty on admission gradually fell. She made a 
good recovery save for her mental state which remained a little dull, 
and she left the hospital thirteen days after delivery. 


It will be noticed that instead of introducing Henry’s solution 
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into the stomach (as was done in previous years) a dose of six ounces 
of magnesium sulphate was employed; this was done because it was 
thought desirable to omit the sulphuric acid. The bleeding, the 
transfusion, the enema, the stomach-washing, and the hot pack were 
carried out as before. The use of forceps might easily have been 
omitted for the foetus was nearly born at the time. In this and in 
other cases in 1910 chloroform was generally used to control the 
convulsions till the venesection and other measures could be carried 
out. In a few cases morphine was injected hypodermically, gener- 
ally before the patient reached the hospital; and in three or four 
cases thyroid extract was given during the puerperium for a few 
days. In no case was any attempt made to hasten the dilatation of 
the cervix, and the forceps was applied most often when the fetal 
head was bulging the perineum and in no instance when it was 
above the brim. 

The conclusions which I have drawn from my recent experiences 
with eclampsia have already been stated in my paper read before 
the Fifth International Congress of Obstetrics and Gynecology in 
September last ;* and my further experience gained in the Autumn 
quarter of the present year has fully confirmed them. The results 
are improved considerably by this year’s experience—nine cases with 
no maternal deaths and three fetal ones—and so long as one obtains 
progressively better results one is not inclined to make any radical 
change in the methods in use. Whether the eclampsia develope in 
the pregnancy, during the labour, or in the puerperium, I order 
venesection, transfusion with saline into the vein, the washing out 
of the stomach with bicarbonate of soda solution, the introduction 
into the stomach of a large dose of magnesium sulphate, the use of 
a copious enema of soap and water and castor oil, and the hot pack. ~ 
Obstetric interference has been put by me more and more into a 
secondary position; I can still foresee cases in which I should feel 
justified in hastening labour, but such hastening would be contingent 
upon circumstances which of late I have not often met with. 


*Ve Congrés international d’obstétrique et de gynécologie, I-e Vol. Comptes- 
rendus, pp. 443-451, 1910, St. Petersburg. 
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Obituary. 


JAMESON JOHN MACAN, M.A, M.D., D.P.H. Cantab., 
M.R.C.S. Eng. 


Tur death of Dr. J. J. Macan will be deeply regretted in many 
professional circles but to none will it bring a greater sense of loss 
than to his colleagues on the Staff of this Journal. The news of 
Dr. Macan’s death came as a great shock to his friends for his last 
illness was of very brief duration. He had attended, and during 
part of the evening presided at, a dinner of the Croydon division 
of the British Medical Association at Sutton on October 13; on the 
following day he was taken ill and died two days later, October 16, 
of lobar pneumonia. 

‘In the Journal for November, 1908 (Vol XIV, p. 344), there 
appeared an obituary notice of his eldest brother, Sir Arthur V. 
Macan, from the pen of an old college friend, Dr. G. F. Yeo, now 
also dead, and in it will be found a brief record of the family from 
which these brothers sprang. Their father was the Hon, Judge 
John Macan, First Commissioner of Bankruptcy in the High Court 
of Justice in Ireland, and a younger brother is the present Master 
of University College, Oxford. Our late colleague was educated at 
St. Columba’s College near Dublin and at Jesus College, Cambridge. 
Afterwards he proceeded to St. Bartholomew’s Hospital, where he 
qualified as M.R.C.S. in 1870. At this time he was suffering from 
asthma and the state of his health induced him to take a sea voyage 
to Australia in charge of emigrants. Returning in 1872, he sailed 
to New Zealand, and in 1873 he was appointed Resident Medical 
Officer at Rockhampton Hospital, Queensland, where he remained 
till 1876, in which year he again entered the emigration service. 
On returning home he took the D.P.H. Cambridge with a view to 
qualifying himself for public medical work, but nothing presenting 
itself of the kind he wished, he gave up all idea of the ordinary 
professional career and devoted himself almost entirely to literary 
medical work. In 1894 he took the M.D. at Cambridge. After his 
marriage in 1896 he resided at Cheam where he continued to live 
till his death. His wife died two years after his marriage. 

Dr. Macan’s first important work, carried out in association with 
his brother, Sir Arthur Macan, was the translation of Schultze’s 
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“Displacements of the Uterus,” and probably through it his 
interests were directed towards obstetrics and gynecology, and to 
this branch of medicine he largely devoted himself. For seven 
years he was editor of the Journal of the British Gynecological 
Society and when that Society was merged in the Royal Society of 
Medicine, he joined the editorial staff of this Journal, and also was 
the representative of his Section on the Editorial Committee of the 
Royal Society of Medicine. On several occasions he was appointed 
delegate to, and reported the proceedings at, International Con- 
gresses, and he was a prominent figure at the annual meetings of 
the British Medical Association, where he acted as reporter of the 
proceedings of the Obstetrical Section for many years. For long 
he was the representative of the Croydon division of the Association, 
and last year he was elected President of the South Eastern branch 
and this year member of the Central Council of the Association. 
As member of its Council, and for some time its Chairman, he took 
an active interest in all the affairs of the Irish Medical Schools’ and 
Graduates’ Association. He had a great love of music and if he had 
a hobby it was Freemasonry. 


During the seven years he was editor of the British Gynwcological 
Journal Dr. Macan made its summary of contemporary literature 
its outstanding and most attractive feature and this largely by 
taking almost the whole burden of it on his own shoulders. When 
the publication of the British Gynaecological Journal ceased on the 
amalgamation of the Societies, Dr. Macan was invited in 1907 by 
the Editorial Committee of this Journal to become Assistant Editor 
and to take charge of the Review of Current Literature. This he 
did, and after the death of Dr. Cullingworth became co-Editor, but 
last year he resigned his editorial duties as his health did not permit 
of his undertaking so much. He continued, however, to the time of 
his death to be a member of the Editorial Committee and to work 
as a collaborator, and a most active one, in the Section of which he 
had previously had charge. Tothis Journal his services were of 
very special value and none will recognize this more fully and more 
gratefully than those who were actively associated with him. He 
brought a wide acquaintance of contemporary obstetrical and 
gynecological literature and a careful and methodical system into 
this part of the Journal’s work, and, as in the case of the British 
Gynecological Journal, he undertook a large share of the abstracting 
himself as well as revising and arranging the writing of others. 

Dr. Macan suffered from one great drawback in his want of 
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clinical experience and this was occasionally noticeable in his selec- 
tion of papers for abstract. His constant attendance at Congresses 
and Society meetings, however, served in great measure to com- 
pensate for this,and, considering how early in his career he gave up 
all medical practice, it was remarkable how well he kept himself 
informed of the questions which were exciting interest and discus- 
sion at the moment. He insisted on the importance of brevity and 
conciseness and was unsparing in his censure of careless and slovenly 
work; his help and advice were always appreciated by the younger 
men even if they now and then uttered a grumble at his constant 
striving after accuracy in minutie. 

Certain peculiarities characterised his writing,—the occasional 
archaic expressions in which he delighted and his frequent literal 
rendering of German phrases,—but they served to give emphasis 
and vigour to what would otherwise have been a bare and featureless 
summary of a case originally reported in great detail. 

An excellent organiser and first-class business man, much of his 
spare time was devoted to local affairs at Cheam, where he was 
widely known and respected. A friend says, in writing of him, 
“In private life he was one of the kindest-hearted of men, always 
ready to help with advice or personal service, and a most generous 
benefactor to many. Although himself childless, he was extremely 
fond of children, entering into their games and amusements with 
the zest of a boy. He had all the Irish gifts of geniality and wit, 
combined with a courtesy and punctiliouness of manner not often 
met with.” 

The Journal can ill afford to spare one so free from the routine 
of professional work, and yet filled with the desire and the capacity 
to serve the scientific interests of his brethren in busy practice as 


Macan was, and we deeply and sincerely mourn the loss of so good 
and helpful a friend. 
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REVIEWS OF CURRENT LITERATURE. 


Unprer oF Earpiey M.D. 
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Lonpon. Alban Doran, F.R.C.S.; S. Jervois Aarons, M.D.; J. Barris, M.B.; 
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The Significance of Antitrypsin Estimations in Gynzcology. 

von DER Herve and Krésine (Zeitschr. fiir Geb. und Gyn., Bd. Ixvii, Heft 1) 
briefly outline some of the previous work on the antitrypsin ferment. Brieger and 
Trebing first discovered that the blood serum of carcinoma patients had an increased 
power of inhibiting trypsin digestion; von Bergmann and Meyer showed that 
this increased antitrypsin content was not specific to cancer, but was present in other 
pathological conditions. Recently von Jochmann and Kantorowicz have identified 
the antitrypsin element with the “antileucocyte ferment,” which again is connected 
with the presence in the blood of an increased quantity of the intermediate products 
of proteid metabolism. Whether this identification will be sustained remains un- 
certain. 

In regard to gynecology, several workers have published interesting observations 
on the usefulness of antitrypsin in forming a prognosis of recurrence in cancer, and 
in some other conditions. The object of the writers was to see if it could be 
employed with advantage as an aid to diagnosis, particularly between cancer, myoma 
and pregnancy. 

To avoid detail, their conclusions may be epitomized as follows :— 

1. The antitrypsin content of the blood is increased in 80-90 per cent. of cancer 
case§ : in pyosalpinx : in sepsis : in pregnancy to an increasing degree as the gestation 
advances: in the puerperium. In myoma it is usually not increased. 

2. From the point of view of prognosis no conclusions can be drawn, except that 
a moderate increase in cases of cancer operated on probably signifies freedom from 
recurrence. 

3. Myoma, cancer and pregnancy may in some cases be differentiated by means 
of the antitrypsin estimation. Tubal pregnancy and pyosalpinx cannot be so 
differentiated. 

4. Cases of nephritis during pregnancy and the puerperium do not show an 
increase in the antitrypsin in the later months, as normal cases do. 

5. The cause of the reaction is an increase in the intermediate products of proteid 
metabolism. R. W. J. 
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Improved Operation for Procidentia, Cystocele, and Rectocele. 

Gorre (Amer. Jour. of Obstetrics, Oct. 1910).—The operation, as devised, takes 
into consideration two distinct hemispheres of the bladder, viz., that portion below— 
the base of the bladder—which is a comparatively fixed, inelastic, immobile structure, 
and the upper hemisphere, which is covered by peritoneum and is elastic and 
expansive. 

He dissects the base of the bladder free from all its attachments, hanging the 
uterus in its normal position by shortening its ligaments and then restoring the 
bladder to its original position and fixing it there in such a way as to carry it up into 
the pelvis. Three chromic catgut stitches—one in the median line and one at each 
cornu of the bladder—spread out and fix the base of the bladder, after which the 
fascial sheath and mucous membrane of the vagina are cut out sufficiently to make the 
vaginal wall, including the fascia lata, when its edges are stitched together, snugly 
fit the base of the bladder in its new position. 

In cases of extreme procidentia, especially in women at or beyond the child- 
bearing period, he removes the uterus; the broad ligaments are pulled together across 
the pelvis, taking all the slack necessary to make them taut. On this newly- 
constructed plane of tissue the bladder wall is spread out and stitched, as previously 
described. To this support is also attached the upper end of the vagina after its wall 
has been abbreviated to bring into support the fascia lata. In all cases in which a 
rectocele exists, the perineum is repaired. 8. J. A. 


Radium Therapy of Bleeding Fibroids. 

Cueron (La Gynécologie, September 1910) describes his further experiences of 
treatment of uterine fibromyomata by means of Dominici tubes (silver tubes permitting 
only § and y Tays to pass. In interstitial fibroids the tube is passed only as far as 
the internal os uteri. In a uterus of the size say of a three months’ pregnancy the 
dosage is about 5 centigrams of sulphate of radium left in position for six or 
eight hours and repeated about a dozen times at intervals of two or three 
days. This may be aided in large fibroids by applications over the abdomen through 
a filter of 2mm. of lead. In both cases the tubes are covered with tarlatan to avoid 
secondary radiation. The external method can alone be used where the cervix is 
much sclerosed. 

In most cases the hemorrhage gradually diminishes till it ceases without or with 
suppression of menstruation. The tumour often diminishes in size. Cheron accord- 
ingly is of opinion that fibroids should be treated by radium therapy before trying 
an operation except in the case of tumours bleeding so furiously as to require 
immediate surgical interference, but the treatment is of use in anemic patients to 
enable them to tolerate operation. 

There is no danger provided the technique be carefully observed : sufficient tarlatan 
wrapping must be provided to prevent dermatitis or burning of the soft parts. 
Aluminium is net a sufficient filter to hinder the passage of soft @ rays; }mm. cf 
silver is necessary. 


Perforation of the Uterus: Calcified Fibroid; Fatal Purulent 
Peritonitis. 

Lesné and Lacane (Bulletins et mém. de la Soc. Anatom. de Paris, July 1910) 
undertook the necropsy, two hours after the patient’s death, of a woman, aged 59, 
who had expired almost immediately on admission into the Hépital de la Charité, 
before any kind of examination could be made. There was general peritonitis, the 
peritoneal cavity was filled with about two pints of thick green pus and there was 
a rent, about an inch in length, running obliquely along the fundus of the uterus, 
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which was much enlarged, being nearly six inches long and four and a half broad. 
The laceration exposed the surface of a tumour. On further examination, the tumour 
was found to be a fibroid, of the cannon-ball type, entirely lodged in the uterine 
cavity ; the walls of the uterus were greatly distended by the mass, and remarkably 
thin in consequence ; at the fundus they seemed like thin pasteboard, as though they 
had been reduced to the serous coat altered by inflammatory changes. The heart 
was large, the liver fatty and hypertrophied, and the kidneys were the seat of 
chronic nephritis. On further examination, Lesné and Lagane found that the tumour 
could be completely separated from the uterine walls. Histologically, it was an 
almost, pure fibroma; muscle fibre was detected, but was very scanty. Calcification 
was marked, and the soft parts showed numerous inflammatory foci. The softening 
of the distended walls of the uterus seemed to be the immediate cause of the rupture. 
A.D. 


Cancer of the Uterus associated with Tuberculosis. 
D’Hativin and Detvat (Bulletins et mém. de la Soc. Anat. de Paris, July 1910) 


examined a uterus and appendages removed by Rieffel. It formed a tuberous mass, , 


of the size of a fist, very tense and firm. When laid open large cavities, very 
irregular in size and shape, were discovered. They were filled with blood and 
mucus. The solid parts were so altered that it was not possible to define accurately 
the limits of the uterus, Fallopian tube and ovary. Histologically, true cylindrical- 
celled carcinoma of the body of the uterus was definable, and in the new growth lay 
tuberculous granulations. D’Halluin and Delval detected “superb” giant cells. 
The patient was 35 years old. One sister had died at 30 and another at 36, both from 
pulmonary bacillosis. The patient had married at fifteen, and been ten times 
pregnant. Symptoms of pelvic peritonitis came on after the last pregnancy had ended 
as an abortion. Two attacks of acute hypogastric pain occurred within a month, then 
she was admitted into the Hépital St. Louis. The uterus was bulky and the fornices 
and Douglas’s pouch distended by enlarged appendages. There was impaired reson- 
ance on percussion at the right apex. Two months after the operation the patient 
was examined and found to be in good health. ACE: 


Intramural Lipomyosarcoma of Uterus. Adenomyoma of Right 
Ovarian Ligament. Proliferating Epidermoid Tumour of the 
Precervical Parametrium. 

Srrzenrrey (Zeitschr. fiir Geb. und Gyn., Bd. lxvii, Heft 1) gives an account of 
an example of each of these rare tumours, with illustrations. Two beautiful coloured 
plates of the lipomyosarcoma are given. The details are mostly histological, and those 
interested are referred to the text. R. W. J. 


The Treatment of Chronic Salpingo-oophoritis. 

De Rovvitte (Ann. de Gyn. et dObstét., Oct. 1910) discussed this subject in a 
paper read at the Congress held at Toulouse. He pointed out that medical treatment 
is not on the whole a success among women who have their living to earn, and that a 
high percentage of patients who leave the hospital well, get a recrudescence of their 
symptoms as soon as they commence work again. In his experience ignipuncture of 
the ovary is useless, and eight cases on whom the operation had been done subse- 
quently required further operation. 

Partial resection of the ovary is only done when the tube is permeable by the 
sound. 

He does not practise salpingostomy as he thinks it doubtful if the rest of the tube 
is in a fit condition for the passage of an ovum if the fimbriz are closed. 
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Out of 40 consecutive operations on the tube and ovary, 8 have required further 
treatment; the remaining 32 have been cured, and of these at least 3 have subse- 
quently become pregnant. In spite of these excellent results he advises the removal 
of both ovaries in all cases when both tubes are removed, on the ground that the risks 
of keeping a possibly infected ovary are greater than the troubles which result from 
removing a healthy one! In the case of women near the menopause he goes further 
and removes tubes, ovaries and the uterus as well. Siredey, in the discussion on 
the paper, pointed out that tubal disease coming on after pregnancy or miscarriage 
was more amenable to medical treatment than gonococcal cases. Hartmann was in 
favour of palliative treatment except in tuberculous cases, and advised the abdominal 
route in all cases where operation is necessary. Polosson announced that one of his 
salpingostomy cases had subsequently become pregnant. C. W. 


Primary Cancer of the Fallopian Tube traced to Gonorrheal 
Infection. 

Rosstnsxy (Inaugural Dissertation, Bale, 1910), in a monograph on tubal cancer, 
includes a full report of a case where the relation of inflammatory disease, of a very 
definite kind, to cancer seemed clear. Von Herff attended a woman, aged 43, for 
pelvic disease, which he found to be without doubt acute gonorrhceal pelvic peritonitis. 
Five months later a sudden attack of pain and hemorrhage occurred; this was 
followed by steady loss of flesh and discharge of watery fluid stained red. A tumour 
developed in the left iliac fossa. Eleven months after the beginning of the attack of 
pelvic inflammation Von Herff operated. At that time the patient was 44 years of 
age; she had been five times pregnant, the last delivery had taken place sixteen 
years ago; the periods had always been regular. There was a small hard gland in 
the left supraclavicular fossa. The right appendages were normal. In place of the 
left was the tumour, a cystic mass strongly adherent to the intestines and to an area 
of mesentery. It burst during separation from the bowel, and, as in so many similar 
cases, a dark-coloured fluid escaped. The tumour was removed. It consisted of a 
very big, dilated Fallopian tube connected with a smaller cyst three-quarters of an 
inch in diameter. This cyst lay in the mesosalpinx, and was closely bound to the 
ovary, which was normal. On the inner wall of the tube and small cyst were solid 
growths presenting the microscopic characters of cylindrical-celled carcinoma. There 
had clearly been salpingitis, and the malignant disease had developed on the mucosa 
irritated by chronic inflammation. Whilst the patient was recovering the supra- 
clavicular gland suddenly began to increase in size until it reached the dimensions of 
a small apple, and caused pain in swallowing and dryness of the throat. It was 
removed two months after the abdominal operation. The patient recovered, but went 
home and died shortly afterwards. A. D. 


An Early Ectopic Gestation Developed in a Diverticulum of the 
Tube. 

Leckne (Comptes Rendus Soc. Obst. et Gyn., Péd., Paris, May 1910, Vol. xii, 
p. 222).—The patient was pregnant for the first time, had missed one period only, 
and had the clinical history of a “ruptured” tubal gestation. At operation both tubes 
were found to be matted by adhesions. A small dark mass, the size of a walnut, 
was found in the posterior aspect of the right tube near the uterine end. The tube 
itself was quite distinct from this, and a probe could be passed along the lumen of 
the tube without entering the mass. Section of the tumour showed many chorionic 
villi in it and several diverticule leading from the lumen of the tube. He came to 


the conclusion that the pregnancy had developed in a diverticulum of the Fallopian 
tube which had been the seat of salpingitis. 
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He lays stress on the frequency of these diverticule in cases of salpingitis, and 
states that they are near the uterine end, as in this case. 

Such cases as this are extremely rare, and, according to Finsterer, there only exist 
two which are authentic. Less rare are cases of ectopic gestation occurring in an 
accessory tube, and these are usually at the abdominal end of the tube. J. B. 


Complete Ovum Discovered in Early Rupture of Tubal Sac. 
Denetty (Bulletins et mém. de la Soc. Anat. de Paris, July 1910) recently 
exhibited before the Anatomical Society of Paris an ovum as big as a small nut. 
The membranes were entire and invested with well-developed villi, excepting at one 
spot, where they were transparent, and a perfect embryo, only a few millimetres 
long, could be seen floating in the liquor amnii. A married woman, aged 33, had 
recently menstruated regularly. Ten days after a normal period dull hypogastric 
pains set in, and on the fifteenth day internal hemorrhage occurred, causing the 
characteristic symptoms. Abdominal section was performed, and a great quantity of 
fluid blood and clot removed from the peritoneal cavity. The left Fallopian tube 
was found to be distinctly enlarged. On further scrutiny the hemorrhage was traced 
to a very minute rent in its walls, midway between the uterus and the ostium. The 
rent was obscured by a little clot, as it seemed to be at first sight. But when 
removed the “clot” was found to be the ovum above described. Dehelly observed that 
in these cases of inondation péritonéale a complete ovum can very rarely be 


discovered, especially when rupture of the tubal sac occurs so early, as in this 
instance. A.D. 


Deferred Operations for Extra-uterine Pregnancy. 

R. Watpo (Amer. Jour. Obstet., Nov. 1910) considers that in cases of profound 
shock it is better not to operate; his practice is to elevate the foot of the bed to 
prevent the patient from dying of cerebral anemia, and to give hot normal saline 
per rectum. In extreme cases the saline may be given into the cellular tissue. The 
saline enemata are given every four hours, usually eight ounces at a time, and as 
the patient improves the interval is lengthened to six hours. No cardiac stimulants 
are given, as they might cause a clot to be washed away which may possibly be 
forming in a ruptured vessel. If patients are extremely restless, nervous, or are 
suffering from severe pain, small amounts of morphine are given hypodermically. 
Out of 81 cases in which operation was deferred he had but 3 deaths. Two of these 
reached the hospital moribund, the third was making an absolutely normal convales-, 
cence when she suddenly died from pulmonary embolism. 

He states that after a severe hemorrhage another does not take place in from a 
week to ten days. In from two to seven days, depending upon the condition, the 


abdomen is opened from above, and the clots, free blood and gestation sac are 
removed. 8. J. A. 


Three Cases of Pregnancy following Salpingectomy. 

Potak (Amer. Journ. Obstet., Oct. 1910) dwells, in a note on three clinical reports, 
on the vagaries of the fecundated ovum and the persistence and penetrability of the 
sperm-cell in its effort to reach the object of its search. A married woman, aged 21, 
suffered from a complication of pelvic disorders traced to her first and only labour 
two years earlier. The uterus was dilated and scraped, the dilated pelvic floor 
repaired, the appendix excised, and the left Fallopian tube and ovary amputated. 
Two months later pelvic pains set in, and the right tube was definable on palpation. 
Then the patient went away for three years, bearing in that space of time two 
children. The pelvic troubles became worse, and a second operation, or more 
correctly a second group of operations, was performed three years and three months 
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after the first. The uterus and pelvic floor were treated as before, the cervix 
amputated and the right Fallopian tube removed. Four months after the operation 
the patient was found to be in the second month of pregnancy. Ultimately, labour 
was uncomplicated. 

The second case shows how spermatozoa can migrate, a fact well known, and, 
what is more important, it proves how excision of a considerable portion of the 
cornu adjacent to the tube may fail to sterilize the subject. A parous woman, aged 28, 
underwent ovariotomy. The right ovary, the seat of a dermoid that had undergone 
acute axial rotation, was removed with the right Fallopian tube, “care being taken 
to excise the uterine end of the tube well into the right cornu” (the italics are in 
the original). The author continues: “This line of incision was closed with a 
continuous catgut suture, care being taken to close the uterine muscle and peritoneum 
over the tubal ostium” (sic). Four months later, after absence of the catamenia twice 
when due, the patient underwent operation for ruptured tubal gestation with grave 
intraperitoneal hemorrhage. “A ruptured interstitial pregnancy at the right cornu 
of the uterus” was discovered. The cornu was excised so that the musculature might 
be accurately co-apted, and the hemorrhage controlled by deep interrupted sutures 
through the uterine walls. The patient recovered. Polak asks, “How did the 
fecundated ovum migrate into the interstitial portion of the right tube, when that 
tube had been previously excised and the muscle and peritoneum closed over its 
abdominal ostium?” (N.B.—The author, by “abdominal ostium,” must mean the 
exposed lumen of the interstitial part of the right tube, as he has already stated 
that he removed “the right ovary with the tube,” and, as quoted literally above, 
excised the uterine end “well into the right cornu.” In other words, he extirpated 
the free portion of the tube, which must have included the true abdominal ostium 
and its fimbrize; and in respect to the excision, he speaks of the exposed Jumen as 
ostium in the passage already quoted. It is very essential that this remarkable case 
should be accurately quoted.—/?ep.) 

In Polak’s third case the patient was a young married woman; she contracted 
gonorrhea shortly after marriage, pelvic inflammation was the result, and the tubes, 
at least, were removed, although a report of the case could not be obtained by the 
author. About nine years later, the catamenia being regular all through that space of 
time, a period was missed. A fortnight later, characteristic acute symptoms came on. 
Diagnosis was not clear, Douglas’s pouch was laid open and the presence of free blood 
demonstrated. The peritoneum was opened through a right rectus incision “and an 
interstitial pregnancy of about eight weeks’ development was found in the stump of 
the right tube.” The sac and the right cornu of the uterus were excised. The stump 
of the left Fallopian tube was found to be a little over half an inch long; it was not 
resected as the patient was in a critical condition, having lost much blocd. She 
recovered however. Polak notes that this case illustrates the possibility of tubal 
stumps becoming patent after ligature and removal of the free and isthmic portions 
of the tube. (The Reporter collected several cases, such as Stansbury Sutton’s, 
where pregnancy occurred after the removal of both tubes and ovaries and noted them 
in “Pregnancy after Removal of Both Ovaries for Cystic Tumour,” 7’rans. Obstet. 
Soc., vol. xliv, 1902, p. 231. Fraenkel declared in 1905 that neither the excision of a 
wedge-shaped piece of the tube nor of the whole tube can insure against pregnancy, as 
a utero-peritoneal fistula can always develop.*—Fep.) A.D. 


Pregnancy and Operations on the Kidney. 
Pousson (Ann. de Gyn et d’Obstet., Oct. 1910) discusses the effects of nephrectomy 


in 66 patients. Of these 66 patients who became pregnant after nephrectomy only 
7 miscarried, the remaining 59 had full-term children after uneventful pregnancies, 


* Zentralbl. #. Gyndk., No. 25, 1905, p. 794. 
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8 of these had two children and 5 became pregnant three times. The majority were 
able to suckle their children—one was even a wet-nurse. Sixty-one of these patients 
are still alive and well, and the death of the remaining five was long after the 
puerperium and could not be put dowm' to the pregnancy. 

The 66 operations were done for the following diseases: Tuberculosis, 32 cases 
with three miscarriages (of the 29 remaining cases three died some time after 
parturition). Nephrolithiasis, 10 cases with one miscarriage. Pyo-nephrosis and 
hydro-nephrosis, 13 cases, all did well. Ureteric fistula, 2 cases with one miscarriage. 
The indications for the operation in the remaining 9 cases were various. It will be 
seen that nephrectomy is not a contra-indication to marriage, as the great majority of 
patients with only one kidney do well during their pregnancy. The analysis of the 
urine is important as showing the condition of the remaining kidney, especially as 
regards infection. 

Hartmann added details of 24 other cases of nephrectomy where pregnancy had 
followed without bad results. As to operations on the kidney during pregnancy 
thirty-five cases were on record, twenty-eight of these were nephrectomies. One was 
removed by the vagina at full term (Cragin). In another case premature labour was 
induced three weeks after the operation. Of the remaining twenty-six cases two 
died, two miscarried and twenty-two went to full term without trouble. The cause 
of death in the two fatal cases was embolism and eclampsia on the day after the 
operation. 

Five cases of nephrotomy are recorded. Four of these went to full term without 
incident; the fifth died after having miscarried. Single examples of nephropexy and 
incision of a peri-renal abscess have been published—no trouble ensued as regards the 
pregnancy. Cc. W. 


Mechanical Ileus Complicating Pregnancy. 

P. 8. Doane (Journal of Am. Med. Assoc., vol. 55, p. 1516, 1910). Very few cases 
are reported of ileus occurring during pregnancy. The case reported is that of a 
woman aged 27, who several years before had had a cystic tumour removed from the 
left ovary which was bound down by dense adhesions to the pouch of Douglas. Two 
years later she became pregnant and about the fourth month of pregnancy was 
suddenly seized with abdominal pain in the epigastric region, with nausea and 
vomiting. After an injection of morphine the pain subsided for 48 hours, but then 
returned with redoubled force and the temperature rose to 101. On examination the 
abdomen was found markedly distended; a five months’ pregnant uterus filled the 
lower abdomen, while a distinct tumour mass could be palpated above the umbilicus, 
its outline being somewhat sausage-shaped. A diagnosis of intestinal obstruction was 
made. On operation the omentum was found adherent to the peritoneum with much 
free fluid in the abdomen. Approaching the tumour mass dense adhesions were 
encountered, several being of the thick band type and evidently of long standing. 
The mass was seen to be a black gangrenous loop of small intestine, strangulated by 
a thick band. The band was severed and thirty centimetres of gut were removed 
followed by an end to end anastomosis. The recovery was uneventful until the 
eleventh day when she miscarried a five and a half months’ foetus. C.N.L. 


Eclampsia. 

Aupeck (Zeitschr. fiir Geb. und Gyn., Bd. lxvii, Hft. 1) publishes an elaborate 
and interesting review of 161 cases of eclampsia in the Copenhagen Hospital under 
Prof. Leopold Meyer. The paper is too full of detail to lend itself readily to 
abstraction, and those interested are recommended to look up the original. 

The 161 cases occurred in the course of 20,283 deliveries. 141 were cases of ante- 
and intra-partum eclampsia, with a maternal mortality of 29: 8 were cases of 


; 
ny 
3 


394 Journal of Obstetrics and Gynecology 


post-partum eclampsia with a maternal mortality of 2: 12 were cases of eclampsia 
without convulsions with a maternal mortality of 1. The total maternal mortality 
was 19°9 per cent. and the infant mortality 37°3 per cent. 

A summary of the pathological findings in 25 autopsies is given. In regard to 
symptomatology the Copenhagen experience is that only rarely are convulsions the 
first symptom. Particular stress is laid on mental disturbances, amnesia and psy- 
choses occurring during the disease. Of the 8 post partum cases 6 occurred within 
9 hours of labour and the patients had had premonitory symptoms such as headache, 
cedema, and in all cases albuminuria. One case came on 36 hours and one 6 days after 
labour. The latter had, before labour ensued, cedema, headaches, eye symptoms, 
frequent pulse and urine containing copious albumen and very numerous casts. 

In regard to treatment the experience of these cases goes strongly to favour early 
evacuation of the uterus. In 28 cases delivered immediately after first onset the 
maternal mortality was 14°3 per cent., infantile 16°1 per cent. Of 30 delivered shortly 
after one or two fits the mortality was 10 per cent. maternal, and 47°5 per cent. 
infantile. Of 54 delivered after 3-10 fits 16°6 per cent. and 44°4 per cent. respectively. 
Of those delivered late, 39 in number, 44°8 per cent. and 68°9 per cent. respectively. 

R. W. J. 


Pernicious Vomiting of Pregnancy and Cerebral Tumour. 

GausseL (Bulletin de la Société dObstétrique de Paris, etc., June 1910, No. 6). 
These authors (Mme. and M.) record an interesting case of pernicious vomiting in a 
2-para. The previous health had been good. Vomiting appeared at the end of the 
first month of pregnancy, and increased with alarming rapidity. It was practically 
uncontrollable, and the patient rapidly wasted. About the middle of the third month 
cerebral disturbances manifested themselves. The woman appeared incognisant of 
things happening around her, and various hallucinations were noted. The third 
stage of pernicious vomiting was feared, and the uterus evacuated. Vomiting, 
however, persisted, and defied all treatment. Lateral movements of the eyes became 
deficient, and this was associated with weakness of the facial muscles, areas of 
cutaneous hyperesthesia and persistent delirium. The temperature registered 100°F. 
and headache was marked. Death occurred one month after admission to the 
Maternité, the diagnosis being cerebral tumour, probably of a tubercular nature, since 
a focus had been noted at the right apex. Unfortunately, no autopsy was possible. 

Gaussel remarks on the difficulties of diagnosis in this case. The first. suspicion 
of cerebral tumour arose after the failure of the uterine evacuation to check vomiting. 
It was confirmed later by the paralysis of the facial muscles, hyperesthesia, etc., 
although the vomiting throughout had been of the ‘pernicious’ type (tolerance to 
heavy and intolerance to light articles of diet, associated with slight elevations 
of temperature and rapid feeble pulse). BSW. 


Large Accidental Vulval hematoma at Term. 

C. G. Rosertson (Journal Am. Med. Assoc., vol. 55, p. 777, 1910). A patient, 
aged 39, was knocked down by a cow and she struck the vulva on the corner of a 
box. A tumour immediately appeared, with sharp pain, faintness and shock. She 
was seen within half an hour of the accident when there was found a tense globular 
tumour as large as the head of a nine pound child in the right labium majus. The 
vulval orifice was displaced to the left and barely admitted a finger. No varicose 
veins were apparent. A small incision was made into the tumour and over two pints 
of clotted blood were evacuated. Hemorrhage continued free. The cavity was 
packed and the hemorrhage ceased. Labour commenced two days afterwards and a 
full time child was born precipitately. Convalescence was normal. C.N.L. 
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On the Mechanism of the Delivery of the Feetal Skull and 
Preservation of the Perineum. 

Grouse (Muenchener m. Wochenschrift, 1910, No. 41, S. 2127). Preservation of 
the perineum is best attained by keeping the woman on her back. In this position 
the proper manceuvres can be carried out without interference from the patient. The 
procedure is as follows :— 

(a) The head of the child is kept in extreme flexion and prevented from wedging 
itself under the symphysis. This is effected by (1) fixing the forehead with the 
right thumb through the perineum and raising it; (2) by pulling down the occiput 
with the fore or fore and middle fingers of left hand, passed under the pubic arch, 
until the neck is in the angle of the pubic arch. 

(6) The fixation of the mother in the dorsal position (1) by someone holding her 
by the shoulders while her feet are supported and the pelvis is raised on a small 
cushion ; (2) by placing the lower limbs in the lithotomy position with thighs to the 
abdomen. 


(c) It is well to cover the right hand with a cloth to prevent slipping. F. E. 


Combined External and Vaginal Version. 

Stowe (Amer. Jour. of Obstetrics, Oct. 1910) states that in a breech presentation 
in a primipara it is always advisable to bring the head over the inlet in the absence 
of certain complications. He advocates that the patient should be anesthetized in 
order to dilate the perineum sufficiently to admit the hand and to permit effective 
manipulation through the lower uterine segment. When the soft parts are dilated the 
four fingers are applied to the lower uterine segment around, but not within, the 
cervix. The breech is then gently pushed out of the inlet and forced to one side 
while the external hand crowds the head over to the opposite side of the uterus. As 
the breech rises in the abdomen, it is pushed upward by the hand externally, while, 
at the same time the head is forced toward the inlet. The internal hand aids the 
version by pushing on the breech, trunk and shoulder as they successively present 
over the inlet. The version is complete when the head rests above the inlet and the 
breech lies in the fundus. The longitudinal position of the foetus is now maintained 
by applying a closely rolled towel on either side of the trunk and securing them with _ 
a firm abdominal binder. He reports five successful cases. 8. J. A. 


Sub-total Abdominal Hysterectomy for Obstructed Labour with 
Contracted Uterus. 

Anvri Boguet (Bulletin de la Société d’Obstétrique de Paris, etc., June 1910, No. 
6), in a communication to the Obstetrical Society of Paris, attempts ta justify the 
operation of sub-total hysterectomy in cases of obstructed labour with pending 
uterine rupture. He first discusses the possibilities of procedure both when the 
child is living and when dead. With the former he states that embryotomy is 
contra-indicated, and version attended with grave risks of uterine rupture. When 
the child is dead, he grants that embryotomy appears at first sight to be the operation 
of choice. This general rule, however, does not include those cases in which the 
procedure has been tried, and failed to deliver; or again, those in which the lower 
segment is so thinned that any intra-uterine manipulation would court disaster. Such 
patients, he contends, should immediately be subjected to laparotomy. Boquel then 
records two cases in illustration of these points :— 

Case t. 12-para, admitted to the Maternité in labour after unsuccessful attempts 
to deliver at home. A shoulder was presenting, and the uterus firmly contracted 
down upon the foetus. The lower segment exhibited considerable thinning, and 
Bandl’s ring was well marked. Even under chloroform anesthesia it was found 
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impossible to perform embryotomy satisfactorily. Furthermore, the fetal heart, 
although faint, was audible. 

Boquel decided to perform laparotomy. This was accomplished under iodine 
sterilisation of the skin. A living child was extracted, but unfortunately it died a 
few hours later. The uterus was then amputated through the cervix, and Douglas’s 
pouch drained into the vagina. The woman made an uneventful recovery. 

As reasons for performing hysterectomy rather than C:esarean section, Boquel 
mentions (1) the previous intra-uterine manipulations and risks of sepsis; (2) the 
fact that this was the patient’s twelfth pregnancy; (3) the time already spent in 
attempts at delivery and the general condition of the patient. 

The author adds that in making the choice between the two procedures, each case 
must be decided upon its own merits. Stress is laid, however, upon the possibility 
of sepsis from previous manipulations indicating hysterectomy rather than simple 
hysterotomy ; and the sub-total method with closure of the abdomen is preferred to 
the Porro operation. 

Case 2. The second case emphasises the danger of embryotomy in similar con- 
ditions. Boquel saw in consultation a patient in whom repeated attempts at delivery 
had proved unsuccessful. A shoulder was presenting and the uterus firmly contracted. 
The fcetal heart was not audible. Thinking delivery by embryotomy possible, and 
being less acquainted at that time with abdominal surgery, Boquel delivered by the 
vaginal route, but not without a surgical struggle. Two days later the patient died 
after symptoms pointing to uterine rupture. The laceration was possibly accelerated 
by the scar of a myomectomy performed in the course of the pregnancy. 

In conclusion, Boquel refers to other cases of uterine rupture following the 
operation of embryotomy, and thinks that where version is contra-indicated, the 
prophylaxis of this accident lies in laparotomy, both when the child is dead or living. 

In the discussion following this communication, Boissard expressed his opinion 
that Boquel was a little advanced in indicating hysterectomy for the delivery of a 
dead child. The aim of Cesarean section was to save both mother and child, and he 
thought that embryotomy would safely deliver the majority of patients with con- 
tracted uteri, without submitting the mother to the risks of a laparotomy. 

H. B. W. 


Czsarean Section or Section of the Pelvis? 

O. Pankow (Zeitschr. fiir Geb. und Gyn., B. \xvii, Hft. 1) reviews twenty-one 
cases of section of the pelvis at Krénig’s Clinique. Of these, seventeen were open 
hebosteotomy, three were sub-cutaneous symphyseotomy, and one was subcutaneous 
hebosteotomy. There were five infant deaths in the series. 

Pankow concludes that section of the pelvis is to be condemned in cases where the 
child’s life is already endangered. In three of the five cases fatal to the child the 
child’s life was imperilled before the operation was undertaken. Secondly, he believes 
the operation shauld be avoided in primipare, owing to the probable need of subsequent 
operative delivery, accompanied by unavoidable laceration of the soft parts. Even in 
multipare, section of the pelvis should never be followed by; immediate operative 
delivery ; not until the head is well down in the pelvis is it permissible to apply 
forceps, and then only if the child is in danger. Further, section of the pelvis 
should only be done when a large segment of the head has already engaged at the 
brim and only a slight increase of space is wanted to allow the passage of the largest 
circumference of the head, when, in short, we can anticipate the rapid passage of the 
head through the pelvis after a moderate (2 fingers’ breadth) separation of the bones. 
If these restrictions are observed the objections to both symphyseotomy and hebos- 
teotomy are greatly reduced. 

Pankow is of opinion that Zweifel’s old open symphyseotomy is still the best 
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method of operating, because in it the less easily avoided complications of hebos- 
teotomy—hematoma and thrombosis—are more rare, and because the permanent 
enlargement of the pelvis gives a better chance of successful labours in the future. 

Pankow further describes the results of eighty-eight Cesarean sections. Of these, 
forty-four were ordinary conservative Cesarean sections, with two maternal deaths 
and five infant deaths; thirty-six were intra-peritoneal cervical Cesarean sections 
with two maternal deaths (1 under anesthesia) and one infant death (not viable) ; 
five were extra-peritoneal Cesarean sections with no deaths, either maternal or 
infantile; three were by Frank’s method with one maternal death. 

Pankow concludes that the classical Cesarean section will in future be reserved 
for cases of placenta previa, where for anatomical reasons it is better to avoid the 
isthmus of the uterus. He believes that the intra-peritoneal cervical Cesarean section 
has its greatest scope in the treatment of narrow pelvis. 

As to the question of which method of delivery is to be employed in (1) clean, 
(2) suspicious, (3) infected cases, Pankow’s conclusions are as follows :— 

(1) In clean cases the classical, the intra-peritoneal, and the extra-peritoneal 
cervical Caesarean sections are all justified—the preference to be given to the intra- 
peritoneal cervical section. In multipare where the child is not exposed to danger, 
section of the pelvis—preferably symphyseotomy—may be employed under the 
restrictions as to the relative size of the head, etc., already given. 

(2) In suspicious cases where no sepsis has as yet declared itself, but where hands 
of dubious cleanliness have been examining the patient, the wishes of the parents must 
be strictly regarded. If they wish a living child, the intra-peritoneal cervical 
Cesarean section must be considered, or in multipare pelvic section under the 
restrictions already noted. 

(3) In infected cases with temperature, or evil smelling liquor, conservative 
Cesarean section in any form must be dismissed, and likewise section of the pelvis. 
In these circumstances craniotomy of the living child has its rightful place, or else 
Porro Cesarean section. This also must be said of craniotomy in these cases—that 
where the liquor is infected and the fcetal heart sounds are becoming weak, and 
meconium is being passed, the child usually succumbs ultimately to an aspiration 
pneumonia. If here the mother be an elderly primipara and wishes a living child, 
or if the indications for Cesarean section be absolute, then the Porro technique 
should be followed. R. W. J. 


The Treatment of the Third Stage of Labour and Childbed Fever. 

AHLFELD, Marburg (Volkmann’s Sammlung, No. 594, 1910) gives a gossipy account 
of his early reminiscences of maternity hospitals and of his teachers. He begins with 
the Trier Institute in Leipzic to which he went as assistant (Mamulus) in 1867. 
Accordingly his recollections go back to the days of pre-antiseptic midwifery and he 
devotes a considerable space to the account of the struggle against Semmelweis’ 
doctrine. He discusses the Credé method of expressing the placenta and draws 
special attention to the period in which Credé taught and practised the immediate 
extrusion of the afterbirth. Ahlfeld himself taught that the third stage should be 
physiological. 

Up till the early seventies Credé remained unconvinced of the solid foundation of 
the Semmelweis doctrine, though from 1866 onwards he made use of Wunderlich’s 
method of taking temperatures. Ahlfeld gives a grotesque account of a visit to 
Seyfert at Prague in 1868. Seyfert made great sport of new ideas, Pettenkofer and 
his subsoil water and so on. “Childbed causes anemia and when the genius epidemicus 
supervenes then specific puerperal fever is produced.” His treatment consisted in 
brisk purgation, and Ahlfeld narrates how a nurse was threatend with instant 
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dismissal for venturing to remark that a patient who was obviously recovering had 
not yet had her bowels moved: “I know better,” bellowed Seyfert, “if her bowels 
hadn’t moved she would be dead, shut your jaw.” It was on the initiative of 
Thiersch that in 1875 Lister was invited to Leipsic. 

Some pages are devoted to an account of his researches on the results of leaving 
retained decidua in the uterus and to the polemics which this procedure entailed on 
him. He also discusses the presence of streptococci in the vagina of lying-in woman 
and to the impossibility of distinguishing these from the virulent pathogenic ones. 
In especial he quotes Schottmiiller who investigated 1000 cases of abortion and found 
in the genital passages a streptococcus which he names putridus and is capable of 
migrating upwards and of causing a general infection. KE... EL. O. 


Serum Therapy and Bacterial Vaccines in the Treatment of 
Puerperal Septiczemia. 

Henry Scuwarz (Amer. Jour. Obstetrics, Nov. 1910) comes to the following 
conclusions :— 

1, The employment of vaccines must be based on bacteriological diagnosis. 

2. In the more or less localized infections, such as those of the urinary tracts by 
the colon bacillus, pelvic inflammation caused by the gonococcus and the various 
staphylococcus infections, vaccine treatment has a legitimate field and can accomplish 
much good. 

3. In strictly local streptococcus infection the use of vaccine is unnecessary, while 
in partly localized streptococcus infections the use of vaccines is dangerous. 

4. In acute affections of any kind the use of bacterial vaccines is contraindicated. 

5. Prophylactic vaccination against streptococcus infection is possible, but it must 
be started many months before the patient is exposed to infection. 

He suggests, with regard to anti-streptococcic and anti-staphylococcic sera, that 
they find logical employment in acute infections of their respective germs and that 
manufacturers should try to provide sera which have been tested as to their animal 
efficiency, which is done with some of the best sera in European markets which give 
better results than those at present manufactured in the United States. S.J. A. 


Mesenteric Thrombo-Phlebitis after Abortion. 

Lerat and Cieret (Bulletin et Mém. de la Soc. Anat. de Paris, July 1910) report 
a case of excision of over thirty inches of small intestine with its mesentery, for 
thrombosis limited to the mesenteric veins. A woman, aged 39, was admitted into 
the H6épital Lariboisiére on the night of May 18th 1910. She had borne ten children 
and miscarried three times, the last abortion occurring two months before admission ; 
she was taken into the Hépital St. Denis, and, it appears, the curette was used. A 
fortnight before admission into the Lariboisiére, a violent attack of abdominal pain 
set in, the patient grew worse and on admission looked very ill. There was tym- 
panites with vomiting and hiccough, and high pulse and temperature. As the patient 
declared she had recently grown thin, the diagnosis was “incomplete obstruction due 
to an intestinal new growth.” On the next day the pains were intense and red 
unclotted blood passed from the bowel. On the third day, Chaput operated under 
local anesthesia. The small intestines were extremely distended, the appendix and 
the uterine appendages healthy. Searching in the right flank, a coil of ileum, 
almost black, was detected by Chaput. It was drawn out with the adjacent bowel 
and resected with its mesentery. The two ends of the bowel left behind were fixed 
to the upper end of the wound, and a drain passed through Douglas’s pouch into the 
vagina. The patient died within a few hours. There was extensive intestinal in- 
farctus caused by obliteration of the mesenteric veins by thrombi, due probably to 
infection from the uterus. Mauclaire and Jacoulet have recently collected 32 reports 
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of infarctus by obliteration of veins, independent of all cases of infarctus by arterial 
and arterio-venous obliteration. Besides, in 1908, two cases underwent operation at 
the Hépital Laénnec, the first was diagnosed as intestinal strangulation, the second 
as axial rotation of an ovarian cyst with peritonitis. In both instances intense 
lumbar pain was noted. Both patients died after operation. Lerat and Chaput 
consider that, in cases like the above, when lumbar pains and intestinal hemorrhage 
are present, the cause is probably mesenteric thrombosis. A.D. 


Iodism During the Puerperium. 

Tissier (Bulletin de la Société d’Obstétrique de Paris, etc., June 1910, No. 6). 
records a case of iodism following the use of intra-uterine injections of iodine during 
the puerperium. After remarking on the idiosyncrasy of certain women to various 
drugs, notably, mercury and collargol, he gives details of his own case of marked 
susceptibility to iodine. 

An intra-uterine injection, consisting of iodine, 3grammes, potassium iodide 
6 grammes, boiled water 2 litres, was administered immediately after labour. One 
hour later nausea and vomiting set in. This was followed by intense jaundice of 
skin and mucous membranes, and the patient complained of a pronounced metallic 
taste in the mouth. The temperature rose to 100° F., and the pulse registered 140. 
These symptoms gradually receded, and the woman made a good recovery. <A point 
of considerable interest is that similar symptoms followed an iodine douche at her 
previous confinement, 5 years before, and also after a perineorrhaphy dressed with 
iodoform. 

Tissier remarks that the symptomatology of this case differs from the classical 
picture of iodine poisoning, viz., catarrh and dryness of the naso-pharynx, acneform, 
erythematous or pseudo-erysipelatous eruptions, vertigo, palpitation and pulmonary 
congestion. W. 


The Import of Disturbance of the Metabolism of Calcium Salts on 
the Causation of Rickets. 

W. Dissett (Muench. m. Woch., 1910, Nos. 41 and 42, S. 2121 and S. 2186) 
gives a general account of the chemical metabolism involved in the deposition of 
calcium salts, and sums up the pathology of rickets as follows :—The pathogenetic 
cause of rickets lies in a disturbance of the calcium metabolism, whereby an increased 
excretion of lime salts takes place in the bowel. The rachitic skeletal disorders are 
sequelary signs of this general metabolic disturbance, and they can be generalized as 
being qualitative and quantitative inefficient bone formation from increased absorption, 
especially of the mineral portions of the bone tissues. It must not be forgotten that 
the histological bone changes found in rickets are by no means of a distinct and 
constant kind. 

By feeding a bitch on food rich in calcium salts the.calcium constituents in the 
milk increase, while a diet (of meat and rice) poor in lime has the opposite effect on 
the milk. The puppies of this poorly lime-fed bitch exhibited marked signs of rickets. 

When a dog is fed on food poor in lime, for the first few days more lime is 
excreted than is taken in; but relatively soon a balance is established. If sodium 
chloride be now given freely in the food the excretion of lime salts rises in the urine 
especially, but also in the feces, and a negative balance is set up. If sodium 
phosphate, however, be given the urinary excretion of lime sinks to its lowest, while 
the bowel excretion is greatly augmented, and thus great loss of lime salts is estab- 
lished. It has been shown that in diabetes mellitus disturbances of the lime salt 
metabolism occur. No doubt rickets is not due to one cause only, but to deficient 
absorption as well as to insufficient supply and excessive excretion of lime salts. 
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This accounts for the presence of rickets in artificially fed children where, although 
there may be quite as much lime as in mother’s milk, yet it is not assimilated owing 
to intestinal disorders and to the firmly-combined fatty acid and phosphate salts of 
lime in cow’s milk resisting absorption. 

Osteomalacia has a kindred basis; but as this deals with adults, and since 20 per 
cent. of the lime of the body may be removed without any distinct lesions or disease, 
it is seen that many mild conditions of this disease may exist without being 
discovered. F. E. 


Hypertrophic Stenosis of the Pylorus in Infants. 

Fraper and GuittemMor (Ann. de Gyn. d’Obstét., Oct. 1910) reviews this subject 
at the Toulouse Congress. The disease was first noticed by Beardsley in 1788, but 
it was not till 1887 that a full account was given by Hirschsprung. The Anglo- 
Saxon races are mainly affected, and male children outnumber the female in the 
proportion of 243 to 49. At birth the infants are usually in good condition and 
remain so for a period which usually lasts from 2-5 weeks; occasionally, however, 
the vomiting begins earlier, and Ilbrahmin found that it started during the first 
four days in 53 cases out of 266. The vomiting is at first forcible, at frequent 
intervals and in small quantities. Blood and bile are almost invariably absent. 
Later on the vomiting is less frequent (two or three times a day), but is in large 
amount, and more may be brought up than was given at the feed. Signs of gastric 
dilatation and obvious peristalsis may be noted. Lavage of the stomach four or 
five hours after feeding may bring away curdled milk mixed with large quantities 
of mucus. There is hyperacidity usually due to the presence of organic acids. 

As the disease continues emaciation is progressive, the motions become infrequent, 
the amount of urine is diminished and the temperature falls; the infant may, 
however, remain active and take well almost to the end. As the emaciation becomes 
marked the pyloric tumour may be palpated in a few cases. Death ensues from 
exhaustion, convulsions or broncho-pneumonia. Glycosuria may appear as a late 
symptom. 

At autopsy the pylorus forms a tumour as large as a “small cherry.” It is of 
cartilaginous hardness, and the lumen of the pyloric canal is reduced till it will 
only admit a small probe. Thickening of the mucous membrane often increases 
the stenosis. Microscopically, the mass is seen to be formed by an increase in the 
number of muscular fibres—in a few instances signs of inflammation are present. 
In cases where the infant has been apparently cured for several months, but has 
died from other causes it is interesting to note that the pyloric condition is identical 
with the above in spite of the cessation of symptoms. Three theories have been 
advanced regarding this disease—(1) spasm causing hypertrophy; (2) congenital 
malformation; (3) inflammatory neoplasm. The authors favour the second of these 
theories. 

The diagnosis rests on gastric dilatation, peristalsis and a palpable tumour (all 
late signs) ; stasis of the contents of the stomach as shown by the stomach tube is 
valuable, and so is the absence of bile from the vomit which will differentiate the 
condition from cases of stenosis lower down the alimentary tract. 

The treatment may be medical or surgical. Under the former may be mentioned 
giving very small quantities of food at frequent intervals, stomach lavage, administra- 
tion of alkalies and subcutaneous or rectal feeding. Spoon feeding and reducing the 
percentage of fat may be valuable. Atrophine sulphate in doses of one-tenth of a 
milligramme and upwards may be given. If there is no improvement under medical 
treatment a gastroenterostomy or a pyloroplasty may be performed. The mortality 
of the two operations is about 33 per cent. and 50 per cent. respectively. C. W. 
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Imperforate Anus : Successful Operation. 

Rémy and Brocu-Vormser (La Gynécologie, Sept. 1911) relate the case of a 
premature infant on whom operation was performed about forty hours after birth. 
A finger passed into the rectum was blocked at about 2cm. In view of the difficulty 
of diagnosing the distance between the obstruction and the lower end of the bowel 
and of the possible waste of time in exploring from below, it was determined to 
open the abdomen. The skin was rapidly sterilized with diluted tincture of iodine 
and an incision was made to the extent of 6cm. in the mesial line. The urachus was 
pushed to one side, and the bowel held up while a finger was able to feel the rectum 
passing down to within 2cm. of the lower canal. A forceps pushed up per anum 
was able to bring the lower canal into contact with the bowel, and by a quick jerk 
was thrust through the obstructing tissue. The blades of the forceps were separated 
and withdrawn. There was little bleeding; following the escape of the meconium a 
rubber drainage tube was fixed in position; this was gradually reduced in size, 
and finally removed on the eighth day. The abdomen was rapidly closed in one 
layer, and the whole operation lasted about 10 minutes. There was a tendency to 
contraction at first, but this was counteracted by the passage of bougies, at first 
daily, then at gradually increasing intervals, till now this procedure is required only 
once a month. There has never been incontinence. The authors recommend this 
combined operation in preference to the possible waste of time in attempting to reach 
the bowel from below. E. H. L. 0. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
OssteTRic SECTION. 

General Meeting held Thursday, November 3 1910,The President (Dr. Macnavcuton- 

Jones) in the Chair. 


Deatn or Dr. J. J. Macan. 

The Prestpent referred to the great loss that not only this Section, but the 
Society itself, had sustained since their last meeting through the death of Dr. 
J. J. Macan. He had attended the Council of the Section in October, and 
had been present at the opening meeting of the Session. His death, which occurred 
after two days’ illness, was due to pneumonia. He died in harness, for he had 
presided at a Branch Dinner of the British Medical Association three days 
previously. Dr. Macan, whose early education was received in Dublin, finished 
his University career by obtaining a Junior Optime in Mathematics at Cambridge, 
and then went to St. Bartholomew’s Hospital. He had had a prominent place in the 
literature of Obstetrics and Gynecology in this country for over twenty years. 
Having finished the translation of Schultz’s classical work, with his brother, Sir 
Arthur Macan, he edited the Journal of the British Gynecological Society for several 
years, and his comprehensive quarterly summary of current international literature 
was not excelled in any cognate journal in any language. He was also an active 
member of the staff of the Journal of Obstetrics and Gynecology of the British 
Empire, and represented this Section on the publication Committee of the Royal 
Society of Medicine. He had reported for various journals from time to time at 
different International Congresses at home and abroad; also for the British Medical 
Journal at its annual meetings. It is safe to say that few equalled and no one 
excelled him in his knowledge of contemporaneous obstetrical and gynecolgical 
literature and methods. With a genial, generous-hearted and kindly disposition ; 
outspoken, ruggedly honest in his praise of criticism, there was a striking personality 
which would live in the affection and memory of all those Fellows of the Section 
who knew him and admired his ability. 

The following specimens were exhibited :— 

Lieut.-Col. Dimock : 7'umour of Ovary. 

Dr. Blacker : Fibroid Polypus of Uterus, from a girl, wt. 17. 

Mr. P. Cote read notes of a case of 

Pseupo- HERMAPHRODITISM. 
in a girl, et. 28. The paper was illustrated by numerous photographs. 

Dr. Lewers : Sarcoma of the Vulva. 

Dr. Clifford White: Melanotic Sarcoma of the Vulva. 

Dr. Donatp and Dr. FLercHer read a paper on 
Tue SymproMs AND TREATMENT OF CHRONIC ENDOMETRITIS, WITH SPECIAL REFERENCE 

To THE ReEsuLts or CuRETTING. 

This paper deals with the clinical aspects of chronic endometritis. The name 
is used to denote a class of cases of which the commoner symptoms are menorrhagia, 
metrorrhagia, leucorrhcea, dysmenorrhcea. and pain in the lower abdomen, associated 
with a moderately enlarged uterus which is tender on palpation. Two groups of 
cases are included under the name; in one an inflammatory change seems possible ; 
in the other any inflammation of a septic or specific origin seems out of the question. 
So far we have had little help from the pathologist as to the changes in the 
endometrium which are associated with these symptoms. 


i 
i 
q 
“a 
fi 
q 
y 
i 
ag 


Reports of Societies 402 


The authors continue to use the name “chronic endometritis” as a matter of 
‘convenience, although real inflammation of a chronic kind is probably rare. 

The objects of the inquiry were to ascertain the results of curetting and the 
comparison of the results in the different types of case, and, further, to find out the 
relative frequency of the various symptoms and the result of treatment in each 
individual symptom. 

The clinical material consisted of 267 cases (hospital and private) of uncomplicated 
chronic endometritis. Notes had been taken before treatment in all of these cases, 
and the later condition of the patient was ascertained by written replies to printed 
questions. In all cases at least twelve months had elapsed since the operation. 

An analysis of the symptoms and their relative frequency shows that menorrhagia, 
dysmenorrhea, and leucorrhcea are most frequent in all cases; menorrhagia and 
leucorrhcea being most frequent in women who have had children, and dysmenorrhea 
most frequent in nullipare and virgins. 

Notes were made as to the position of the uterus in 188 cases, and it was found 
that anteflexion was twice as common as retroflexion in virgins, while in women 
who had borne children these conditions were reversed. 

As to the effects of treatment, the general result was that, of the 267 patients, 
230 (or 86°1 per cent.) were relieved, and 37 (or 13°9 per cent.) were not relieved. 
The large majority did not obtain the full benefit until some months after the 
operation. 

Details are given as to the results in regard to the various symptoms in detail. 
In dysmenorrhea, the results were very good, and go to confirm the belief that this 
symptom is often caused by some abnormal condition of the endometrium. 
Leucorrheea was not quite as amenable to treatment, although the results were fairly 
good. Attention is directed to the point that the leucorrhceal discharge in the cases 
under consideration was always of uterine and not of vaginal origin. For the chronic 
abdominal pain and also for metrorrhagia the treatment was very successful. 

Some observations are made on the position of the uterus, and the results of 
curetting alone in cases in which the uterus was retroflexed or retroverted were 
found to be rather better than in the cases in which the uterus was anteflexed or 
anteverted. 

The effect of curetting in cases of sterility is distinctly good; in nearly one-third 
of the cases pregnancy followed within a comparatively short period. 

Dr. Amanp Rovts considered that the authors were really speaking of cases of 
chronic metritis. He did not believe that chronic endometritis ever occurred, apart 
from changes in the vessels and muscle of the uterine body, nor did he believe that 
such cases as these had true inflammation of the endometrium, but rather that there 
was overgrowth of the endometrium associated with previous pathogenic or sapro- 
phytic infection, or with subinvolution. In these cases, as the authors themselves 
admitted, the body of the uterus was enlarged and often retroverted and prolapsed. 
Curettage cured many of these cases because it removed. the overgrowth of adenoid 
tissue, and led to absorption of the congestive and inflammatory products in the 
muscular and vascular tissues of the uterus. Thus lightened in weight the prolapse 
or retroversion was often spontaneously rectified during the subsequent rest. in bed, 
though no doubt in suitable cases these results could be hastened by appropriate 
temporary help from pessaries. He considered ventrifixation very rarely required, 
and agreed with the authors that a congenital retroversion or retroflexion per se 
was often asymptomatic. It was not either necessary or desirable to curette all 
cases of dysmenorrhea requiring treatment. There were many causes of dysmenor- 
rhea, both constitutional and local, and if these causes were absent, an empirical 
dilatation would cure them quite as well as curettage. 
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NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAL SOCIETY. 


Meeting held at Liverpool Friday, October 21 1910, Dr. W. K. Watts in the Chair. 


Mr. R. Faves (Sheffield) reported a case of 
CamsaREAN SECTION FOR CONCEALED ACCIDENTAL H #MORRHAGE. 

The patient, aged 24, was seven months advanced in her first pregnancy. On 

the day before admission to hospital, she had been suddenly seized with acute 

abdominal pain and collapse. Until then she had appeared to be in good health. 

On admission she was very pale and collapsed. There was marked cedema of the legs 

and face. The pulse rate was 120 and respirations 40 per minute. The uterus was 

unduly enlarged, tense and very tender. The os was closed and the cervix not 

taken up.” There was a little vaginal bleeding. Only a drachm of urine was found in 

the bladder and that was loaded with albumen. 

Acting on a diagnosis of concealed accidental hemorrhage, Cesarean section was 
at once performed. The uterine wall presented a mottled purple colour visible 
through the serous coat. More than two pounds of blood clot was found in the 
uterine cavity; a large portion of this was retro-placental. The foetus, well developed 
for seven months, was dead. There was no post partum hemorrhage. In spite of 
saline injections and other diuretic measures, anuria and uremic coma ensued. 
Death occurred on the fourth day. 

Dr. T. B. Grimspate (Liverpool) narrated a case of 

Ectopic PREGNANCY, 
and showed the decomposing macerated foetus which he had removed from the 
abdominal cavity. 

The case was that of A. H., aged 24, who came to the Liverpool Royal Infirmary 
on July 8 1909, complaining of a lump in the abdomen and of being weak and ill. 

She had had one child five years previously ; no miscarriage. She said that she 
had never menstruated -regularly before marriage, but that after marriage she had 
been regular, though she had not menstruated for two years. Until two years ago 
she had enjoyed good health. 

For the past two years she had noticed a lump in the abdomen. At first the 
swelling was round and she thought she was pregnant; the swelling gradually 
increased in size and became more conical in shape. She thinks it was at its largest 
about 15 months ago (April 1908). At that time she had abdominal pain for two 
days; this was not very severe. From then until Christmas 1908 the abdominal 
swelling seemed to get smaller, and she had no severe pain. At Christmas 1908 she 
had a second attack of pain, which passed off in a few days. 

Early in June 1909 she had a third attack, and since then the pain has been 
constant. There has been no discharge per anum of mucus. For the last month she 
has been getting thinner, and she perspires freely at night. 

i Examination. The patient is of a dull greyish-coloured complexion and she 
4 exhales a peculiar odour. She is dull and rather apathetic. 
4 Her temperature, on admission, was 100°8, pulse 126, respirations 26. 

During the three days she was in hospital before operation her temperature varied 
between 98° and 102°, the pulse from 96 to 126, the respirations from 24 to 34. 

Examination of the abdomen showed a nearly central, rounded, elastic swelling 
reaching 14 inches above the umbilicus. On percussion there was tympany in the 
flanks and above the tumour, whilst the tumour itself was resonant, although less 
resonant than the rest of the abdomen. 

Per vaginam. The cervix was pushed forwards to just behind the pubes. The 
fundus was palpable slightly to the right of the middle line, and about three inches 
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above the pubes. There was a hard swelling occupying the pouch of Douglas, which 
moved with the abdominal swelling. 

A diagnosis cf probable ectopic pregnancy with a decomposing feetus was made. 

Operation. On July 12 1909 the abdomen was opened in the middle line. A 
tumour was exposed which looked very like a fibroid of the uterus; it was adherent 
to the intestines. Acting on the diagnosis, an incision was made into the tumour, 
when a quantity of most offensive gas escaped, and a full-time macerated foetus was 
removed from the sac. 

The sac, which was evidently intra-ligamentous, was cleaned out with swabs, and 
it was found that posteriorly the parietal bone of the foetus had become detached and 
seemed to be on the point of perforating the rectum. The sac was sewn up to the 
abdominal wall and iodoform gauze packed into it. 

The convalescence was long and tedious, a fecal fistula forming two days after the 
operation. 

Dr. A. J. Wattace (Liverpool) showed a 
Urervs anp Fattopran Tupe Six YEARS AFTER VENTRIFIXATION AND SALPINGOSTOMY. 

In October 1904 a patient, aged 29, underwent laparotomy for retroflexion 
associated with bilateral hydrosalpinx. The right tube, of the size of a hen’s egg, 
was removed. The abdominal ostium of the left was found closed, and the distal 
end dilated by clear fluid to the size of a hazel nut. Except for this its appearance 
was normal, so a salpingostomy was performed. The only pregnancy had terminated 
in abortion five years previously, and the patient was anxious to become a mother. 
Immediately after operation severe pain and tenderness were complained of over the 
left side of the abdomen, and temperature and pulse rate were both higher than post 
operative reaction could account for. The condition subsided in a few days and 
normal recovery apparently took place. Excellent health was enjoyed until a year 
ago, when advancing menorrhagia began. Loss of blood and dysmenorrhea compelled 
the patient again to seek aid in September 1910, when a myoma was diagnosed. 
Laparotomy disclosed the uterus enlarged by an interstitial fibroid and firmly 
attached to the anterior abdominal parieties by an adhesion half an inch long, and 
about 14 inches from upper to lower border. The left tube again showed a closed 
abdominal ostium with some dilatation of the distal end. Subtotal hysterectomy, 
with removal of the left tube and right ovary, were performed. The ventrifixation 
adhesion offers an illustration of how thick and firm a band may result from the 
operation. It is of interest to mention that the left tube was only moderately 
adherent by easily separated adhesions, but that the right ovary was entirely concealed 
by a mass of omentum firmly attached to it. At the first operation the right ovary 
appeared perfectly healthy, so that the omental adhesion seems inexplicable. 

Apart from the question of infection, which undoubtedly did exist in this case, so 
far as the tubes were concerned, the case seems to offer an instance of a peritoneum 
susceptible to slight injury from pressure or drying during operation ,with subsequent 
free outpouring of lymph and formation of adhesions. Some peritonea do not readily 
react in this manner, even under the provocation of silk sutures, and in these cases it 
seems difficult to excite adhesions of any permanence. This may be the explanation 
of the failure of some ventrifixation adhesions to maintain the uterus in the ante- 
verted position. If such a condition as an individual peritoneal equation exsits, the 
impossibility of recognising it means that a few ventrfixaton operations are fore- 
doomed to failure. 

Drs. Lerra Murray, Stennovse Witttams and A. J. Wattace (Liverpool) read a 
paper on the incidence, characters and significance of 

Bacittus In THE URINE 
of gynecological patients, before and after operation. They found it present in 
44°5 per cent. of normal urines examined before operation, and in 93 per cent. after 
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operation, The type in every instance was the B. coli verus of MacConkey, but 
agglutinative differences were readily made out. There appeared to be no relation 
between post operative temperatures and the presence of the bacillus. The authors 
had come to the following conclusions :—Quite apart from any question of operation, 
the mere presence of undoubted and typical B. coli in female catheterized urine does 
not, so far as we can say, have any significance. As to the source of the organism we 
offer no opinion. 

After operation the presence of the organism must not per se be judged of 
pathological import; nor can abnormal temperatures or the usual post operative rise 
be ascribed to its action. 

Furthermore as such a large percentage of female normal urines show the 
bacillus, it seems unjustifiable forthwith to class as dependant on this organism all 
cases where it is present in association with evidences in the urine of inflammatory 
changes. No doubt the usual position is one of cause and effect, but it is just as 
well to keep in mind the possibility that the bacillus may be a secondary 
infection in other than tubercular disease of the urinary tract. This is the more 
important in as much as recent work has demonstrated that the usual routine of 
urinary examination may fail to detect certain classes of organisms. Davis, working 
with a medium containing hemoglobin, has successfully isolated the influenza bacillus. 
He is of opinion that this organism may not be rare and that it has in the past 
been overlooked. In the same way the influenza bacillus itself and the gonococcus 
may be easily missed. 

If the patient’s serum definitely agglutinates her own organism, or if it have a 
persistently low opsonic or phagocytic index, there is at least some reason for 
ascribing the inflammation to this particular bacillus. Dudgeon, however, considers 
both these criteria to be untrustworthy, and states that the very wide variations in 
health and in different diseases makes it difficult to say what is a normal index. 

If these reactions be not found, the only source of information left would lie 
in any benefit accruing from the administration of an autogenous vaccine. Perhaps, 
too, as a comparison of our results with those of Wilson would indicate, the 
atypical nature of the culture might be of assistance. 

Finally, it is clear that an autogenous vaccine is more likely to be of service than 
one prepared from a stock culture and might with advantage be made from several 
colonies. 


GLASGOW OBSTETRICAL AND GYNACOLOGICAL SOCIETY. 


Meeting held Wednesday, October 26th 1910, Dr. A. W. Russetx (President) in 
the Chair. 


SPECIMENS. 

Dr. Nicex Stark (Royal Samaritan Hospital for Women) showed: An ovarian 
cyst: hydrosalpinx : fibroid uterus with cystic disease of both ovaries: malignant 
disease of both ovaries. 

Dr. A. W. Russett (Royal Samaritan Hospital for Women) showed: A uterus 
with malignant disease at fundus: extra-uterine pregnancy : two fibroids of uterus. 

Dr. W. D. McFartane (Royal Samaritan Hospital for Women) showed : Adeno- 
carcinoma of both ovaries. 

Dr. Louise McItroy (Victoria Infirmary) showed: Photograph of eight months’ 
foetus with enormous hypertrophy of thyroid gland. 

Mr. Durr (Royal Infirmary) showed : Large submucous fibroid of uterus. 

Dr. A. M. Kennepy (Glasgow Maternity and Women’s Hospital) showed : Liver 
and kidneys from case of eclampsia: kidneys show marked cloudy swelling : liver is 
fatty and shows numerous hemorrhages beneath its capsule and throughout its 
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substance. Liver showing profuse capillary hemorrhages. Kidneys from two cases 
of eclampsia, showing necrosis of cortex associated with suppression of urine of (a) 
one day’s duration and (b) two day’s duration. Cerebral hemisphere from case of 
eclampsia, showing large hemorrhage into frontal lobe; also pons showing large 
hemorrhage into its substance. 


Summary OF PRESIDENT’s ADDRESS ON PROPHYLAXIS IN OssteTRICs, by Dr. A. W. 
RUSSELL. 

The PrestpEnt, in his introductory remarks, referred to the fact that the Society 
had now completed the first twenty-five years of its existence and suggested that 
some suitable means should be taken to commemorate the event. One or two special 
points in its history were recalled, particular note being taken of the distinguished 
obstetricians and gynecologists who had in turn held the the office of Honorary 
President and of the benefit it had been to the Society to observe this custom. It 
was intimated that Professor J. Whitridge Williams of Johns Hopkin’s University, 
Baltimore, had accepted election as Honorary President for the next two years. Dr. 
Russell, in coming to theaddress proper, said that though no special reference was 
made to it in literature, prophylaxis was the central principle of the Art of 
Obstetrics, the ideal towards which the true obstetrician must constantly strive : the 
persistent effort he must always make to maintain the physiological character of 
childbirth. He pointed out that prophylaxis in obstetrics had to begin in the infancy 
of the future mother, for it was then that the seeds were sown that provided, in after 
years, a crop of cases of distorted spine and contracted pelvis. It was necessary to 
continue one’s vigilance through the periods of girlhood with its risks connected with 
school life and faulty development, puberty with the possibility of derangement of 
menstrual function and adolescence with its perils both physical and moral. He em- 
phasised the need for early instruction regarding the reproductive functions. The 
principle of prophylaxis or prevention of complication was then traced and illustrated 
throughout the course of pregnancy in relation to constitutional diseases and uterine 
derangements, careful measurements of the pelvis, examination of the urine, the choice 
of operative interference when such is necessary, the precautions necessary in hand- 
ling or examining the patient. The subject was completed by showing the place of 
prophylaxis in labour and in the puerperium with regard to the promotion of ~ 
spontaneous labour, the time to operate, the avoidance of such complications as 
hemorrhage, sepsis, subinvolution and uterine displacement. 

Dr. J. M. Munro Kerr, past president, thanked Dr. Russell on behalf of the 
fellows of the Society, for his very interesting address. In his remarks he said that 
Dr. Russell had brought forward all the important conditions that might be pre- 
vented by prophylaxis. He had always been struck by the extremely broad minded 
manner in which the President had attacked obstetrical problems. Dr. Kerr con- 
gratulated Dr. Russell on his results on the operation of induction of labour and was 
with him in all that he had said on the measuring of pelves before labour set in and 
on the repeated examination of the urine during pregnancy. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SECTION OF OBSTETRICS. 


Meeting held Friday, October 28 1910, H. Jectett, F.R.C.P.1. (President), in 
the Chair. 


SpectMens—(a) InrRaMURAL Myoma. (b) Myomatous UTERUS ASSOCIATED WITH 
PREGNANCY. 


Tue Presipent exhibited specimens of the above. The first specimen was, he 
said, of interest as showing how much endometrium could be removed during a 


iG 
4 
< 
Bec 
| | 
4 


408 Journal of Obstetrics and Gynecology 


myomectomy and still leave a uterine cavity. While the myoma shelled out quite 
easily, he found as it came away that he brought away the whole of the anterior 
wall of the uterine cavity with it. The mucous membrane could be seen in the 
specimen. He hoped to have brought down a microscopical section of the tumour to 
show any changes that had taken place, but, unfortunately, the specimen was sent 
too late. The section was a frozen one, and the mucous membrane fell off. The 
second specimen of myoma associated with pregnancy was one of greater interest. 
The myoma was situated in Douglas’s pouch, and the pregnancy lay above and in 
front of it. The first question that suggested itself was, why the specimen was on 
the table. It was not there through any mistaken diagnosis, or want of advice to 
the patient to keep it. She had been sent up to him complaining of myoma. He 
found she was three months pregnant, and advised her to go home and have an 
operation after her confinement. She came back in a fortnight and asked if the 
tumour would get any bigger, and if the operation would be more dangerous at full 
term. His opinion was that it would probably get bigger, and that the operation 
would be slightly more dangerous. She would not wait and the doctor who sent 
her advised her to have the operation at once. He thought he was quite justified in 
conforming with the patient’s wishes, and that she had a right to decide the matter 
for herself. 

Dr. E. Hastincs Tweepy, referring to the specimen of total extirpation in 
pregnancy, suggested it might have been possible to remove the myoma and close the 
uterus, as in a Cesarean section. It had been done on several occasions, and it 
appeared to him that there would have been a chance of successfully doing it in 
that case. He would like to know if the President, at any portion of the operation, 
had contemplated it. It would not have prevented a subsequent hysterectomy if he 
had failed to enucleate it from its bed. 

Tue PRESIDENT, in reply, said he had contemplated the possibility of an enuclea- 
tion. In a similar case he did enucleate a myoma out of a pregnant uterus, and the 
woman went on and aborted in a fortnight, but in it the myoma was above the 
pregnancy. In the present case it was below the pregnancy. The uterus was also 
much more vascular, and taking this into consideration, together with the position 
of the tumour, he did not consider it advisable to do an enucleation, particularly as 
the patient was anxious to have the operation done with the least possible risk. If 
it had been above the pregnancy he should have enucleated it. 


CaRCINOMA OF FALLOPIAN TuBE. 


Dr. E. Hastincs Tweepy said his specimen was one of a rare malignancy of the 
Fallopian tube. In September last, Mr. Alban Dcran asked him if he had ever seen 
malignant disease of the Fallopian tube, and he replied, Never. Mr. Alban Doran 
said there had been only one case reported in Ireland, and only one hundred in 
literature, At the very time they were speaking, the patient was in hospital, and 
presented a most typical example of the condition. Her menstrual history was 
irregular. She had missed two periods. She was thirty, and had had one child eight 
years ago. She had had repeated hemorrhage two months previously, which had 
ceased. The tumour was to the right, and behind, the uterus. They diagnosed tubal 
pregnancy, and it looked like it when they opened the abdomen. A hand was passed 
down into Douglas’s cul-de-sac, and a large tumour removed : this was only organised 
blood-clot. On pursuing the operation further they pulled up the right tube, in 
which there was a fungating mass which had made adhesions to both ovaries and to 
the small intestines. He removed it, only taking a small piece of the tube, and 
leaving both ovaries. She was anxious to have another child. Dr. Rowlette 
reported carcinoma of the ovary. He advised her to undergo another operation three 
weeks after the first, She said she hoped she would not lose her womb. He said 
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he thought she would. She wept a good deal, but he was very firm, and said there 
was no use operating at all unless she gave him a free hand. She consented, and on 
again opening the abdomen everything appeared normal. He did not feel justified 
in doing very much. He took away the ovary at the side of the cancer, and the 
tube, and part of the tube at the other side, and left her one ovary and a good 
stump of Fallopian tube. She had been crying ever since because he did not remove 
her womb. 

Dr. Rowtette said the specimen was very friable. On handling it came asunder, 
and it was at first very difficult to get a section to judge from. There was no doubt 
that the growth was carcinoma. It showed the appearance which was generally 
found in cancers of the tube very exactly. He handed round some microphotographs 
of Mr. Alban Doran’s which might almost have been taken from the tumour 
exhibited. Some parts of the tumour had lost altogether the adenomatous or 
papillomatous look which the picture showed, and the cancer cells were so closely 
packed as to suggest that the growth was sarcoma. Several sections, however, from 
different parts showed a distinctly carcinomatous structure. 


Tue PrEsIpEnT said the specimen was one that not much could be said about, on 
account of its extreme rarity. He congratulated Dr. Tweedy in this case for doing 
a theoretical wrong in order to comply with the wishes of his patient. He himself 
had done the same in the other case; but in both cases he thought they had 
practically done quite right. 


Dr. Tweepy, in reply, said he had not the faintest notion that the cancer would 
ever return, and if it did, he had not the faintest notion of where it would return. 
It was adherent to both ovaries, intestines, and Douglas’s cul-de-sac. He could not 
eviscerate the woman, and he could not find the part of the intestine where it was 
adherent, when he re-opened, nor the part of the ovaries. There was nothing to 
show any lesion in the abdomen when he re-opened, and he thought the removal of 
the uterus would be an ineffectual operation. 

Tue Presipent then gave an address introductory to the Session on Some 
Continental Experiences. 


ScopoLaMINE-MoRPHINE ANXSTHESIA IN LABOUR. 

Dr. B. H. Sotomons (for himself and Dr. J. R. Freetanp) read a paper on the 
above. 

Dr. Tweepy said he thought they would agree that he was happy in his present 
Assistant Masters. The paper was one of the most interesting that he had heard 
read at the Section for a long time. There was no question that midwifery was a 
wearing profession, not because of the serious portion of the work, but because of 
what one might call its trivialities. It was the patient that complained bitterly 
and loudly that got on the obstetrician’s nerves; the patient with primary uterine 
inertia, who sent for the doctor when the os was thé size of a threepenny bit, and 
asked to be delivered at once. He had stated on another occasion that it was the 
nurse, and not the patient, who should be treated on such occasions. It was nearly 
always the nurse’s fault when the patient got into that condition of hysteria; and he 
had often longed for some means to quiet the patient so that the whole household 
might be rested. He thought they had that means now in scopolamine. It appeared 
to him that they could give small doses, and tell the nurse to watch the patient; and 
as far as the series dealt with went, it seemed to be an absolutely safe drug. He 
had personally used it largely in private practice, and had always. been pleased with 
it. He had been particularly nervous about the consequences that might follow if 
birth took place shortly after its administration. It would be a very serious thing 
if it was found that the child seriously suffered because it happened to be born an 


| 
re. 


410 Journal of Obstetrics and Gynecology 


hour after the scopolamin. was used. He thought the cases clearly pointed to the 
fact that it had very little influence on the child. Probably it was the morphia that 
was the greater influence, as scopolamine was closely allied to the belladonna group, 
and belladonna could be taken by an infant in comparatively large doses, while 
morphia was a deadly poison to a new-born child. If a child did not breathe freely 
when it was born, it apparently could be very easily made to breathe by artificial 
respiration. 

Str Witu1aM Smyty said if they could get rid of all the pain and anguish, the 
millennium would have come for obstetricians. He had not used scopolamine in 
enough cases to form an opinion. He had read a lecture by Dr. Steagsny, of Vienna, 
given in August last, in which he gave his opinion of scopolamine-morphia. He 
said that the general mortality due to this treatment had been 3°3 per 1,000, but 
Gauss says that it is now reduced to 1°3 per 1,000. Death has resulted from the 
smallest doses, and as late as three days after its administration. Hypalgesia is 
more marked than analgesia; the patient is deceived, she feels the pains but forgets 
it. According to Gauss it fails altogether in 23 per cent. It is often attended by 
very alarming symptoms; respirations sink to 4 per minute, whilst the pulse may 
rise to 150 beats, and the temperature to 102°. In some cases there is great 
excitement at the time of the birth, amounting occasionally to mania. Ruptures of 
the vagina, perineum, and about the clitoris are relatively common. It tends to 
prolong the second stage from one-half to three hours, and necessitates more frequent 
use of instruments. After delivery it is impossible to say how long the patient may 
slumber, and, owing to the risk of suffocation, the medical attendant must remain 
and not hand her over to the care of a nurse. High temperatures are common during 
the first days after delivery, and are liable to be confused with those due to septic 
causes. The lecturer’s conclusion was that except in hospital practice the use of 
scopolamine-morphia in normal labours had little to recommend it, and its use 
should be opposed as energetically as possible. He (Sir William) did not state these 
views as his own, as he had none, and had come to the meeting to learn. 

Dr. Pureroy congratulated the Assistant Masters of the Rotunda on their 
admirably compiled paper. He confessed, however, that, while listening with great 
interest, he was not converted to anything like a favourable view of the practice. 
It appeared to him that, without any compensatory advantages, it introduced risks 
from which the use of morphia was free to a great extent. He could not recall any 
case in which he had cause to regret the injection of morphia. Even in the very 
careful and temperate statement it was still possible to gather that the risks to the 
patient and child were by no means inconsiderable. It was quite right that the drug 
should be fairly tested, and it was only in this way that they could arrive at a just 
view of its value. He had not used it, and from what he had heard he did not 
feel at all tempted to use it. 

Tue Secretary said he had no personal experience of the use of scopolamine- 
morphine, but he would like to repeat a statement made to him by a general 
practitioner in Dublin who did a good deal of midwifery. He told him that he 
thought scopolamine-morphine was one of the greatest improvements from the 
general practitioner’s point of view that had been introduced in midwifery. In cases 
of primapare crying out for interference it was particularly beneficial. With '/,,, 
grain of scopolamine and '/, of morphia injections, the general practitioner was able 
to watch the patient a while, and then go away for an hour and do some rounds and 
come back. In cases without it he was kept continually at the place and worried 
to do something. He did not say how many cases he had had, but he had been 
using the drug for the last year, and found that it was of enormous benefit, and 
gave no bad results. 

Dr. Asus said scopolamine was a synonym for hyoscin, and it was a matter of 
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importance which form of it was used. The one generally used was the levo- 
rotatory variety. Dr. Sheill had read a most important paper on the matter last 
Session. Hyoscin was a potent cerebral sedative, and a first cousin of belladonna. 
The danger in the treatment was from the morphia. 

Dr. Spencer SHEILL recalled his communication of twelve months ago, when he 
brought before the Section the first published cases of scopolamine-morphine treat- 
ment in this country. At that time Dr. Solomons mentioned that he had used it, 
but had not had sufficient experience of it to warrant an opinion, although he 
mentioned an interesting case where the patient delivered herself with no one in the 
ward. He had to congratulate the Assistant Masters on the energy that they had 
brought to bear on the investigation since that time. He observed that they had 
used a foreign preparation. The levo-rotatory form was the much more active of 
the three forms, and Burroughs and Wellcome, a British firm, had given a guarantee 
to him that their preparation known as tabloid scopolamine, or hyoscin, was made up 
entirely of the levo-rotatory form, so that he failed to see why a foreign make was 
used. He also failed to see why '/,., of a grain was used when the dose wished to 
be used was '/,,,. Dr. Solomons said a few women had no knowledge of pain when 
the child was born. In cases of administration of nitrous oxide gas, he had 
remarked in his paper that the patients felt the pain of the extraction frequently, 
but were not able to remember the pain when the extraction was complete. He 
had had a patient who said for a number of hours that she had not any pain, but 
afterwards recalled the pain acutely. He thought administration by the mouth had 
many disadvantages. Vomiting frequently occurred during labour in otherwise 
perfectly normal cases, and if the patient vomited half an hour after the adminis- 
tration of the drug, who could say how much of it had been vomited, and whether 
they should repeat the dose in full or half, or not at all. The simplicity and 
accuracy of the hypodermic dosage would appeal strongly to practical men. His 
experience as regards the effect on the foetus was that it did suffer from effects of 
scopolamine, but not having administered it without the morphia he could not 
say if it was due to one or both. He could not agree that it was unnecessary to 
watch the patient after the administration of the drug. The symptoms mentioned, 
such as the falling back of the tongue, were alone a sufficient reason for not. leaving 
the case entirely in charge of a nurse. It was a very grave responsibility for a 
medical man to administer the drug, and then leave the patient to a nurse who may 
have had only six months’ training; the quotations from a recent Continental paper 
as read to-night by Sir Wm. Smyly support this view. As to choosing picked cases 
in which prolonged labour was expected, how did they know in which cases to expect 
prolonged labour? Unless such occurrences as dry labour might lead to this ex- 
pectation, he could not tell, and even in such cases they could not tell which was 
going to be prolonged. There were some omissions in the paper: he had found the 
quickening of the pulse a very marked symptom: the dryness of the tongue due to 
symptoms of commencing poisoning had not been mentioned; neither had delirium : 
he had seen one case of delirium directly due to the treatment, and he hoped he 
would not see another. In conclusion, while congratulating the authors of this 
interesting paper, Dr. Sheill said that the riper experience, gained since his paper 
was published, urged him to utter a word of warning to use the drug with the 
utmost care in all cases. His own ccnclusions were :—(1) That suitable cases in 
which to use it are not very common. (2) That the physician shall remain in 
attendance after its use. (3) That, on the whole, labour is somewhat prolonged. 
(4) That it is not wholly free from risk to mother and infant. (5) That his success 
in a case of chorea gravidarum makes him desirous of trying it in eclampsia. 

Dr. Horne said he had no practical knowledge of the drug, and had come to 
listen. He congratulated the Assistant Masters on their paper as a pure statement 
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of facts presented for their judgment. The drug had a mortality of 1°3 per 1,000, 
and there were serious symptoms pertaining to it, and he asked himself if it really 
had any distinct advantage over chloroform and morphia. With the latter drugs 
they could calm a patient, and there was very little danger in their administration 
in pregnant women. 

Str Wm. Smyty said it was only fair to state that the lecturer whom he quoted 
objected to chloroform as well as scopolamine. 

Tue PresIvent said the paper was one of the most interesting and practical that 
had come before them for some time. It seemed to him that the Master of the 
Rotunda, through his Assistants, might sum up the situation in a few words: would 
they continue to give scopolamine-morphia in cases in which the symptoms called 
for a sedative? He thought the criticisms had been directed to the use of the drug 
in all cases, and that they had not discussed sufficiently its use solely in cases in 
which there was need for it, and in such cases whether the patients got it or not 
there would be an increased mortality. The question was whether in those cases 
the mortality of scopolamine-morphia would not be less than if the case was left 
untreated. Whatever conclusion they came to, he thought there could be no doubt 
that at the present stage they could not give a hypodermic of scopolamine-morphia, 
and go away. The patient must be under medical observation until the time of the 
effects passed off. 

Dr. Sotomons, in reply, said they had no maternal mortality, and the only 
explanation he could offer of the deaths quoted by Sir Wm. Smyly was that either 
the dosage was wrong or wrong cases were selected, or the drug was not a proper 
one. He recalled a patient, normal in every way, who died suddenly on the eighth 
day; luckily she was not given scopolamine or that drug might have been blamed 
for the mortality. Dr. Purefoy had spoken of risks as compared with morphia: he 
could only say they saw none. In fact the answer to most of the speakers was that 
the abnormalities occurred from an injudicious selection of cases. Speaking of the 
safety of chloroform, in De Lee’s Year Book for 1908 sixteen cases of deaths were 
reported. As regards continuing the drug, they certainly would. 

Dr. Freetanp, in reply, said that with regard to the make of the drug, they 
thought that if they got a good preparation it did not matter where it came from. 
He had once used a home preparation of hyoscine with very bad results. If a 
patient vomited, they looked to see if there were any results from the scopolamine, 
and if there were none they repeated the full dose hypodermically ; but if they saw 
some result, they repeated in half doses or not at all. They had not seen any 
increase in the pulse rate or the extreme thirst, probably because they did not push 
the drug to complete amnesia. They were satisfied with getting a woman asleep 
between pains. If they palpated the uterus carefully, and noticed the duration of 
the actual contraction, and the feeling of the uterus when contracting, they would 
probably be able to make a fair estimate of the time of labour. If they got a woman 
lying apparently comatose, naturally some one would have to watch her; but if they 
got her in an apparently natural sleep, why not leave her with a nurse? They left 
them after ether or chloroform lying on their backs, when there is more likelihood 
of the tongue falling back. As to temperature, he thought many men were very 
glad to blame probably septic temperatures on any drug. They did not notice any 
difference in morbidity one way or the other. 


Reviews of Recent Books 


REVIEWS OF RECENT BOOKS. 


LEHRBUCH DER OPERATIVEN GEBURTSHILFE. Von Professor Dr. Sigfrid Hammerschlag, 
privatdozent an der Albertusuniversitaét zu Kénigsberg. Mit 191 Abbildungen. 
8. Hertzel, Leipzig: Price 16 Marks. 


Dr. Hammerschlag has furnished us with a very readable and a very practical 
book on operative midwifery, the result, he says in the preface, of eleven years’ 
experience in the University Clinique of Kénigsberg. The book is written mainly 
for students and young practitioners, but it is full enough for the older practitioner, 
who wishes to refresh his memory of obstetrical facts or to bring his knowledge 
up-to-date. One of the principal features of this work is its splendid series of 
illustrations, more especially those dealing with the operative treatment of mal- 
presentations and the injuries a child may sustain during delivery. With some of 
them, however, more care ought to have been taken. One is somewhat surprised to 
note a pubiotomy being performed with the pubic hair covering the site of operation. 
The Walcher position, as illustrated on page 9, is hardly correct. Here one sees 
nurses supporting the patient’s legs. In the proper position the legs should hang 
over the labour couch unsupported. 

Rapid delivery is recommended in eclampsia when the patient is in labour or at 
full term. If the os permits, version followed by extraction, forceps, or, if the child 
is dead, craniotomy is the treatment advised. If the os is not dilated the author 
performs abdominal or vaginal Cesarean section. In those cases which occur early 
in pregnancy and in the puerperium he advocates the use of hot packs, morphia or 
chloral and saline injections. He strongly urges that all eclamptics should be 
removed as soon as possible to a hospital, as treatment in their homes can never be 
efficient. Only a few remarks are made on the prophylactic treatment of this disease. 

On the subject of contracted pelves, Dr. Hammerschlag has written a very good 
article. All patients who have a contracted pelvis should be placed under the care 
of a specialist. The pelvis should be carefully measured, the operation, as far as is 
possible should be decided upon, and before the onset of labour such patients should 
be removed to a hospital. In a flat pelvis with a C.V. measuring 7cm., and in a 
generally contracted pelvis with a C.V. of 75cm. he recommends the specialist. to 
adopt the following treatment :—(1) Child alive and at full term, Cesarean section; 
(2) child dead, craniotomy ; (3) child alive but premature, and if spontaneous delivery 
does not occur, pubiotomy. When the patient is in her own home and under the care 
of a general practitioner, he advises craniotomy, whetlier the child is living or dead 
(full term). If the child is premature one should, when possible, allow the patient 
to deliver herself. If this does not take place then she should be delivered by 
craniotomy. Patients with less pelvic contraction than the foregoing, and who do 
not require Cesarean section, are allowed to go into labour. The majority of such 
labours end spontaneously. If spontaneous delivery does not occur the specialist should 
perform pubiotomy when the child is alive. His advice to the general practitioner 
is as follows, viz., (1) when the child’s head is well fixed in the brim forceps is to 
be applied, and if it fails to deliver, craniotomy is to be performed; (2) when the 
child’s head is movable above the brim a careful trial of version should be made, and, 
if not successful, the labour should be terminated by craniotomy. Version in such 
cases we consider a very dangerous operation, and certainly not one to be recom- 
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mended to the junior practitioner. Prophylactic version is advocated in certain cases 
of contracted pelves. One wishes that Dr. Hammerschlag had discussed the 
operation of the induction of premature labour for contracted pelvis more fully. 
He thinks the operation a good one, and advises the practitioner to perform it. 
Unfortunately he does not tell us his own results. 

The chapters on the treatment of mal-presentations, forceps, craniotomy, etc., 
are well written and abundantly illustrated. The use of gloves, the importance of 
asepsis in the examinations during labour and the danger of infection are very 
properly emphasized. In the treatment of post partum hemorrhage too much space 
is given to the Momburg method, and, considering the book is mainly for young 
practitioners, too little to the methods adopted in everyday practice. The author 
favours the performance of the extra-peritoneal variety of Cesarean section. 

As a text-book it is thoroughly practical and valuable to the student as well as 
to the active practitioner, and takes a rightful place among the best works on the 
subject. D.S. 


Des Cicatrices C&SARIENNES ABDOMINALES CLASSIQUES. 


By Louis Singer, M.D. 
Henri Jouve, Editeur, 15 Rue Racine, Paris. 


Pp. 230. Paris, 1909. 


This valuable dissertation is written for the purpose of rendering the operation of 
Cesarean section safer than it now is by making the healing and cicatrization of the 
uterine wound perfect. The author rightly says that a perfect primary union would 
ensure not only immediate safety, but security against subsequent. dangers, such as 
thinning and rupture of the scar in a subsequent pregnancy. 

A perfectly healthy scar should be almost invisible in a few months, if primary 
union takes place, as the author says it normally should, by the interposition of 
granulation cells, into which in a few weeks newly-formed muscle cells penetrate. 
There is therefore in such ideal cases no intervening fibrous scar to give subsequent 
trouble. To obtain such a typical result as this the wound should be sutured in 
layers, and the author prefers a deep suture of interrupted silk or catgut to include 
muscle only, and a superficial sero-muscular continuous one of fine silk. He also 
speaks favourably of various forms of tendon ligatures, but there appears to be no 
mention of silkworm gut sutures. Adhesions between the uterine scar and the 
abdominal wall should not be encouraged, and all adhesions to viscera are distinctly 
harmful. Such adhesions are predisposed to be by the uterus being in contact with 
the abdominal wall for a longer period than normal, owing to its elevation by the 
contracted pelvic brim, and as a result of the pressure of the abdominal dressings. 

The main exciting cause is infection, and all our efforts should be to prevent this, 
but additional exciting causes are the suture knots, rough usage of the peritoneum, 
and the use of strong antiseptic solutions. 

Thinning of the uterine scar has been observed in 17 per cent. of cases of repeated 
Cesarean section, but the author states that only 27 cases of complete rupture during 
a subsequent pregnancy have been reported with sufficiently full details. This is a 
remarkable statement when Olshausen alone has collected 120 such cases, and Munro 
Kerr, Brodhead and Wallace have reported several others. 

The treatment advised for complete rupture is total or sub-total hysterectomy. 
Panhysterectomy is always indicated if infection is present, or if the uterine tear 
has extended low down in the supra-vaginal cervix. 

The book contains all that is known and advised on the subject of the uterine 
incision in cases of Cesarean section, and should be read by all who are dissatisfied 
with their present methods and results. A.R. 
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Tue Puysiotocy or Repropuction. By F. H. A. Marshall, M.A. (Cantab.), D.Sc. 
(Edin.). Pp. 687. Longmans, Green & Co., 1910. Price 21s. 

“The present volume is addressed primarily to the trained biologist, but it is 
hoped that it may be of interest also to medical men engaged in gynecological 
practice, as well as to veterinarians and breeders of animals.” So writes the author 
in his introduction. We shall not therefore attempt an extensive review in this 
place, but we have very little doubt that the book will be well received and widely 
read by many gynecologists. 

The first two chapters are devoted to the external changes which characterize the 
“sexual season” in the animal kingdom, especially in mammalia. The next two deal 
with the internal changes during this period, and should convince the most sceptical 
that menstruation in woman is the homologue of procestrum in the lower mammals, 
and of procstrum only. There is a particularly clear account of the histology of 
the menstruating uterus, and the illustrations are excellent. Another most interesting 
section is that on the degeneration (atresia), which follicles and their contained ova 
undergo in certain animals; the cause of this atresia (not definitely determined) is 
manifestly of considerable importance as regards sterility. Unfortunately little seems 
to be known of the “atretic follicle” in man. 

In the next three chapters, which deal with the male sexual organs and with 
fertilization, we are forced to the conclusion that the significance of the accessory 
parts of the male apparatus is still obscure. Chapter VIII is from the pen of 
W. Cramer, and deals with the Biochemistry of the Sexual Organs, while Chapters 
X and XI on Fetal Nutrition and the Changes in the Maternal Organism during 
Pregnancy have been written by James Lochhead. There is a wealth of detail in 
these chapters which concern the biologist rather than the practitioner. 

In Chapter IX the testis and ovary are considered as organs of internal secretion, 
and there is much here that will claim the attention of medical men. The functions 
of the corpus luteum are discussed at some length, but we should like to have seen a 
fuller account of the correlation between the generative organs and the ductless 
glands—a subject of supreme physiological and pathological importance. The experi- 
ments of the author on animals do not support those surgeons who advocate sub-total 
hysterectomy wherever possible in preference to complete removal, believing that the 
functional activity of the ovary is in some way dependent on the presence of the 
uterus. 

The Physiology of Parturition and the Puerperium is discussed in Chapters XII 
and XIII. The author agrees with Heape that the “foetal hormone” theory of 
mammary activity is insufficient to explain the known facts. Am interesting chapter 
on Fertility follows, and the book closes with two chapters devoted to a consideration 
of the Factors which determine Sex and Growth. 

The book is well printed, the illustrations are above the average, the multitude of 
facts is well arranged, and the references to the literature add greatly to the value 
of the work. There is, above all, a pleasant absence of dogmatism and rash theory 
throughout, and we feel that the author has filled in a gap in our bookshelves too 
long left vacant, and has made good a real deficiency. 


Tue PREVENTION AND TREATMENT OF AxBorTION. By Frederick J. Taussig, A.B., 
M.D. Pp. 172, illustrations 59. London: George Keener and Company, Red 
Lion Square, W.C. Price 9/-. 

Dr. Tavusste, who is the Lecturer on Gynecology in Washington University and 

Obstetrician to the St. Louis Maternity Hospital, may be congratulated on this 

monograph. The illustrations are very excellent, the type most clear, and the paper 

upon which it is printed all that could be desired. 

Dr. Taussig addresses his book to the general practitioner, to whose lot it falls to 
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treat the vast majority of abortions. The monograph is divided into three parts. 
Part I deals with the frequency of abortion, the anatomy of early pregnancy and the 
pathology, etiology, symptoms, and diagnosis of abortion. Part II deals with the 
prevention of abortion, and part III with the treatment. The first chapter conveys 
some rather startling statistics as to the frequency of abortion which is apparently 
increasing in all countries at a serious rate. The clinical records of the last 600 
patients at the Washington University Hospital, treated in the Gynecological Clinic, 
makes the ratio of abortions to confinements as 1 to 23. Further, as a result of his 
researches, the author thinks that 50 per cent. of all abortions are due to criminal 
instrumental interference. Although there is no possibility of arriving at the exact 
truth, in all cases, we think that this figure must surely be too high, at anyrate in 
England. 

The author points out that whereas the percentage of abortions to all pregnancies 
is generally recognized as being one in five, the complications involving operative 
measures occur with far greater frequency in abortions than in confinement at full 
term and that the mortality after abortions is higher than that after confinements, 
and that in a large proportion of cases disease of the genital organs dates from an 
abortion. The author contends that the consideration given to abortion in the 
various text-books of obstetrics is not at all proportionate to the importance of the 
subject. 

He bases his conclusions upon a critical consideration of the experiences of 
European and American obstetricians and is very definite in his instructions to the 
general practitioner for whom the book was written. 

The operative technique of emptying and curetting the uterus is fully explained 
and illustrated, and the complications of hemorrhage and sepsis are adequately dealt 
with. 

In the chapter on differential diagnosis we do not notice any reference to the 
diagnosis between tubal abortion and retroversion of the gravid uterus with bleeding. 
This is a serious omission because it is the condition which gives rise to the most 
difficulty in diagnosis. Dr. Taussig holds that the administration of ergot in 
threatened abortion is to be condemned as a dangerous experiment. On the other 
hand, he would induce abortion in certain cases of melancholia and delusional insanity, 
and again is very emphatic that if abortion has to be induced, the uterus should not 
be emptied at one sitting on account of the danger of hemorrhage and perforation 
which is always present. 

It will be seen, therefore, that his teaching in these respects differs somewhat from 
that usually held, although as a rule it will be found to follow on the generally 
accepted lines. 
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The January number of the Journal will contain a full 
report of the Paper read by Dr. AMAND ROUTH at the 
recent International Congress at St. Petersburg on 
‘Cesarean section as practised in the United Kingdom.’ 
The tables of 1,282 cases by Obstetric Physicians and 
Surgeons in Great Britain and Ireland will be included 
in the number, and as this of itself will involve a great 
increase in its size, it will be necessary to hold over 
most of the other matter till the following month. 
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